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Important Notice Under Federal Health Care Reform

Kaiser Foundation Health Plan of Washingtop ©Oi on s , I MO decomintemdsdVEnrollee choosea
persmal physicianThis decision is important since the designatersonal physician provides or arranges for most of
theEnrollee s h e a IThe Bnrotteahasethe right to designate apgrsmal ptysicianwho paticipates inone of

the KFHPWAO Sunmmit Network and who is available to accept tiimrolleeor theEnrolleeé s  f Bnnolleks.y For
information on how to select gersonal physicignand for a list of the participatingersonal physiairs, pleasecall
Kaiser Permanente Member Servicas(206) 630-4636 in the Setile area, or tolfree in Washington, -888-901-
4636.

For children, théenrolleemay designate a pediatrician as fingnary care provider

The Enrollee does not need Pretlwrization from KFHPWAO or from any other person (including persona
physician to access obstetrical or gynecological care from a health care professionaKFHRE8/AO network who
specializes in obstetrics or gynecology. The health caregsiohal however, may b required to comply with
certain proceduresncluding obtaining Peauthorization for certain services, following a-ppproved treatment plan.
For a list of participating health care professionals who specialize in obstetripg@robgy, please calKaiser
Permanente Member Serviats(206)630-4636 in the Seattlarea, or tolfree in Washington,-888-901-4636.

Womends health and cancer rights

If the Enrolleeis receiving benefits for a covered mastectomy and €lrefistrecongruction in conneiion with the
mastectomythe Enrolleewill also reeive coverage far

1 All stages of reconstruction of the breast on which the mastectomy has been performed.

1 Surgery and reconstruction of the other breast to produce a symmetgeabape.

1 Prostheses.

1 Treatment of physical complications of athgesof mastectomy, isluding lymphedemas.

These servicewill be provided in consultation witthe Enrolleeandthe attending physician and will be subject to the
sameCost Sharestherwise applicable undert Evidence of Coverage (EOC)
Statement ofRights Under the Newborn s 6 and Mot hersdé Health Protection
Carriersoffering grouphealthcoverage generally may not, under federal law, restrict benefits for any hospital length
of stay in connection wittchildbirth for the mother or newborn child tess han48 hours folbwing a vaginal

delivery, or less than 96 hours following a cesarean section. However, federal law generally does not prohibit the
mot her ' s or n e wlderrafier cnsaltig with thedmothey, frgnr discharging the mattoe newborn
earlier ttan 48 hours (or 96 hours as applicable). In any casdersmay not, under federal law, require that a
provider obtain authorization from tlearrierfor prescriting a length of stay ot in excess of 48 hours (or 96 hours).
Also, uncerfedeal law, acarier may not set the level of benefits or @aftpocket costs so that any later portion of

the 48hour (or 96hour) stay is treated in a manner less favorablegmtither or newborn tn any earlier portion of

the stay.

For More Information
KFHPWAOQO will provide the informatiomegarding the types of plans offered WyHPWAO to Enrollees on request

Please calKaiser Permanente Member Servie¢$206)630-4636 inthe Seattle arear toll-free in Washington, -1
888901-4636
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I. Introduction

This EOCis a statement ofdnefits, extusions andother prwisions as sebfth in the Goup medical coverage
agreement betweerKaiser Foundation Health Plan of WaghtionOption s , KAHPWAO{ #ndtheGrow. The
beneftswere approved by the Group who contracts WiEHPWAO for healthcare cwverageThis EOCisnotthe
Group medical covage ageemehnitself. In the event ofa conflict between the Group medical ecageagreement
and theEQC, the EOC languae will goven.

The provisions of th&€OCmust be considered togetherftilly understand thebenefits &ailable under th&eOC.
Wordswith special meaning aregpitalized and aredefined inSection XI.

ContactKaiserPemanente Membere3vicesat 206-630-4636 ortoll-free £888-901-4636for the deaf and hearing
impaireduseWashingtorstae’s relay line at 808336388 or 71 for beneits questions.

Il. How Covered Services Wok
A. Accessimg Care.

1. Enrollees are eritled to Covered Sewices fromthe following:
1 Your Provider Network isKFHPWAQO SummitPPONetwork, referred toas” SPN”.

o Prderrad In-Networkbendits applywhen a Enrolleeutilizes desigrtad integréed providers
(KaiserPermanentdledical Caetersand provider®r other @signated providers asdertified in the
Provider Directory) These providerprovide servicestdhe loved cost share as statén Section
V.

0 In-network bewfits apply to anyn-Network Povider

1 Careprovidedby an Outof-Network Praider, except presption drugs Coverageprovided byan Out
of-Network Provwderis limited tothe Allowed Amount

o Outof-Country providersarelimited to Emergency servicesd urgent carenly whenprovided by
aprovide who meds licensingand certification requirementsstablishel whee the proider
practices.

Benefits paidunde one option wi not be duficated under theother option.

Bendits under thisEOCwill not be denied for any health care service performga regstered nurse
licensed © practice under apter 18.88RCW, if first, the service performed was withihe lawful scopeof
such nurse scenkei andecord, thisEOCwould have povided benefit if suclservice had been performed
by a doctor of medine licersed to pratice underchapter 18.71 RCW.

In order br sevices to e covered at theighest benefilevels, servicesnust be obtaied fom Preferrel In-
Network Facilities orPreferredin-Network Providers,excep for Emergency serviceEmergemy services
will always be covereatthePreferredin-Networklevel.

A listing of SummitPPOPrefared In-Network Providerss availableby contating Member Sewicesor
accessig theKFHPWAO website atvww.kp.org/wa Information availableonline ircludeseach physicia's
location, education, @dentials,andspecialties. KFHPWAO also utilizd¢Health CareBenefitManagersdr
certain servicesTo seea list of Health Care Beefit Managersgo to
https://fealthy.kaiserpenanenteorg/washington/support/fornand click on thé Evidence ofcoveragé link.
On the websitePreferred InNetwork providers will be idertified by a text indicaor. For assitance
searching the websiterfproviders providingPrderred In-Network benfits, pleasecortact Member
Services.

KFHPWAO will not directly orindirectly prdibit Enrollees from fredy contracting at anytime to obtain
health care servicdsom Outof-Network Providers and Owdf-Network Facilities outsie tre Plan.

However, if you chmse to reeive services from Owdf-Network Providersrad Outof-Network Fadities
except aotherwsespecfically provided in this EOC, those services wilbt be coverd under this EOC and
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you will be responsible for thell price of he services Any amountsyou pay for noncovered services will
not coun toward your Outof-Pocket Limit.

2. Primary Care Provider Services
KFHPWAOQO recommends thd&nrollees séect apersonhphysician Onepersonaphysicianmay be selected
for an entire family, or adifferentperonal physicianmay be selected for each faynihember. For
information on how teelect orchange mrsoral phystians and for a list of participatmppersonal
physicians, callKaiser Permaente Member Serviced (206) 630-4636 in the Seate ara, or tol-free in
Washington at -B88-901-46360r by accesing theKFHPWAO website atvww.kp.org/wa The change will
be made within 2zhous of the receipt ofe request if the seled@hysician s sdoad pernits. If a
persad physician accepting nettnrollees is not awilable in your aea, contacKaiser Permaner Member
Senices whowill ensure you have access to agmmal physi@n by contactingaphysii an’ s of fi ce to
request thy acept new Enrollees.

To find a personal physiciamall Member ®rvices or acessthe KFHPWAQO webste at www.kp.orgiva to
view physicianprofiles Information availdle aline includeseach physiciarislocation,educaion,
creckntids, ard gecialties.

For your personal physician, choose from thgeeislties:
1 Family medicine
1  Adult medicne/internal medicine
1 Pediatrics/dolescent medicine (for ddren up tol8)

Be sure to check #t the physician you are consithgis accepting newpatients.

If your choice does not feel right after a feigits, you can cangeyour personaphysician at ag time, for
aryreasao. Ifyoudn ’ t ¢ h o 0 anewhem yopifstypeconteia KFHPW@A Enrollee, we will match
you with aphysidan tomakesure you Ave one assigned to you if you get sick or injured.

In the cae thatheEnrolleé s sgmad physician no longer pasipatesin KFHPWAO Summit PPO
Network, the Enrolleewill beprovidedaccesdo the personal physician fap to60 days following a written
noticeoffering the Enrolleea selectionof newpersonal physiciars from which to doose.

3. Specialty CareProvider Services
Enrollees may make appointments wipecialistswithout Freauhorization, except as noted und&ection
IV. In the eventspecialty ®rvices are not available froa Preferredn-Network Provider, Preauthorizatiotis
required and In-Network ard Out-of-Network Provider services will be covetat thePreferredin-Network
level.

Spegalty Care Provider Copaymaent.

The folowing providersare subjet to thespedalty Copayment level: l&ergy andimmunology,
anesthesiogy, audiology cadiology (pediatic andcardiovasalar disease), critical camedicine dentstry,
dermatology, endorinology, enterosomal theapy, gastre@nterology, gertecs, hep#ology, infectious
disease, massageethpy, neoratalperinatal medicie, nephrologyneurdogy, nutition, occugational
medcine, occupational thergponcology armacisthemablogy/oncolog, ophthdmology, orthopedis,
ENT/otolaryngology painmanagemetn patholay, physiatry (physical medine), physcal therapy,
podiatyy, pulmonary meitine/diseaseradiology (nuclear mediine, radiation therapyjespiratory heray,
rheumadlogy, speecltherapy sports nedicine, @nerdsurgery and urology

4. Hospital Services.
Refer to Section IV. for rare informationabouthospitalservices.

5. EmergencyServices
Enrollees mustnotify KFHPWAO by way of theKFHPWAO Emergency ndfi cation lire (1-888457-9516
as na@edon your memberdentfication card) within24 hoursof any adnission, or as soon thereaftas
medcally possible Referto Section IV. ér mae information albut Emegency sevices.
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Enrollees are coveredor Emergenyg care andVedically Necessary urgent caaaywhere intie wald. If

you think you arexperiencing an emergency, go immediatelthe nares emergency caréacility or call
911. Go to thelosest urgentare center for an iliness or injutltyat requireprompt meétal attention but is
not an emargency. Examigs include, but are not limitd to minor injuries, wounds, and cutsaakng stictes;
minor breathingssues; minor stomach pain. lby are unsure wédther urgent care is your best opticall

the casulting nuise helpline for advicat 1-800-297-6877 0r206-630-2244.

For urgent careuring office hours, you can call youergonal phgicia n ° s o ftd seedfgou tain gesa
sameday appointmentf a physician is not available orig after offce hoursyou may speakith a
licensed are provideanytime at 1-800-297-6877 or 206630-2244 You may als@heck
www.kp.org/wa/directoryor call Member Sevices to find the nearest urgent care facilityaur netwak.

If you need Emergenagare while traveling and are admitted to a fretwork hospital, yoor afamily
membemust notifyuswithin 24 hoursafter care begins, or as soonigseasonablpossible. Call the
notification line listed on th back of yur KFHPWAO member ID card thielp make sure your claim is
accepted. Keep receipts and other papek from non-netwok care. You Inded to submitiem with any
claims for reimbursment aftereturning from travel

6. Travel Advisory Service.
Our Travel Advisory Sevice offers recommaetations tailored to your travel outside the United States.
Nurses cdified in travel he&th will adviseyou on any vadaes or medications you need édn your
degination, activities, and medical history. The saltation § not acovered benefit andhéreis a fee for a
Kaiser Permanenténrolleeusing the service for &first ime. Travel-relatedvacdnations and medations
are usually not coveredisit www.kp.org/wa/tavelservicefor more details.

7. Process for Medical Necessity Detemination.
Preservice, oncurrem or postservice reviews maybe conductedOncea servie has beereviewed,
addtional reviewsmaybe mnducted.Enrollees will be notified n writing when a detamination has bee
made

First Level Review:

First level reiews are performed ownerseerby appropriate dinical staffusing KFHPWAO appoved
clinical review criteria. Data sources fohereview include, but are not limited to,fegrd forms, admissia
request formsheEnrollee s me d i caad consutatinowitityualified health préessiomlsand
multidisciplinary health care teammembersThe clhical information used in the rewe may irclude
treatment summaries, problem lisgpecalty evaluationslaboratory anc-ray results, and rehabilitat
senice documentation. Theenrolleeor legalsurrogate may be comtded for infornation. Coadinationof
care nterventions are initiat as thg areidentified. The reviewer consults thithe health care teawhen
moreclarity is needed to ake a informed medicknecesgy decision. Tle reviewe may corsult with a
board-certified consitative specilist and sich consultations will be dogmerted in the review text. If the
requested arvice appears to benappropriate basion application oftie review criteria, the first level
reviewer equestsecond level review by a pysician or degjnated healthare profesional.

Second Level (Praitibner) Review:

The practitioner reiews thetreatment plan and dicusses, when pppriate, case circustan@sand
managemerptionswith the attenthg (or referring) physician. Theeviewer consul with the health cae
teamwhenmore clarity is needkto make an infaned coverage decisionh& reviewer may constutlwith
board cetified phydcians from appropate sgcialtyareas to assist in malg deternnaions of overage
and/or ppropriatenessAll such casultatiors will be dbcumented in the rewetext. If the reviewer
determines that thadnission, continuedstay or serviceequestedis not a covered sgice, a notie of non
coverage is iaged. Onlya physician behavioral hedh practitioner(such as sychiatrst, doctord-level
clinical psyclologist, certified addiction medicine spedist), dentistor pharmacist who hathe dinical
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expertise appropate b the equest under review witlin unreicted licerse may deny covege based on
medical necesity

B. Administration of the EOC.
KFHPWAOQO may adpt reasondb policies and procedusdoadministerthe EOC. This may indlide, kut is not
limited to, pdicies or proedures pertaining to befit enttlement and overage determations.

C. Assignment:
You may not assign this EO@ any of the rightdnterests, claims for money due, benefitsobigaions
hereunder without our priavritten consent.

D. Confidentiality.
KFHPWAO O s required byfederal and state lat® maintain theprivacy ofEnrollee personhdandhealth
information. KFHPWAO is requirel to provide noticeof how KFHPWAO mayuse andlisclose persoal and
hedlth informationheld byKFHPWAQ. The Notice of PrivacyPracticess distributed tcEnrollees and is
available inKaiser Rermanentenedical ceters at www.kp.org/wa, or uponrequesfrom Member Service

E. Modifi cation ofthe EOC.
No oral statement of any person shall modifyotherwi® affect the benefits, limitatiaand exclusiors of the
EOC, convey or vod anycoverage, incrase or reduce anyeneifts underthe EOCor beused inthe posecution
or defense ofa claim under theEOC.

F. Nondiscrimination.
KFHPWAOQO does not diséminate onthebasis of physical or mentdisahilities in its enploymentpractices ad
savices. KFHPWAO will not refuse b enrdl or teminatean Enrolleé soverageand will notdenycareon the
basis of age, sesexual orientation, gender idéwpt race,color, religion, national origin citizenshipor
immigration satus,veteran or nilitary staus, occution @ hedth status.

G. Preauthorization.
Referto Section IV. andAuthorizations & Clinical Review Overview | KaiserrRenente Washagtonfor more
informationregarding which ervices equipment and facility typasFHPWAO requires Preauthaation.
Preaithorization reqeds arereviewel and approved based dledical Necessity, eligibility and beefits.
KFHPWAO will genesdlly process Reauthorization equests ad provide notificaion for benefits within the
following timeframes:
i Standard reqedgs— within 5 calendardays
o If insufficientinformation has beenrpvideda reqeest for additioneinformation will be ma@ within 5
calendadays Theprovideror facility has 5calendardaysto provide the necessanyformation. A
decision will be madwithin 4 cdendar days of reeipt of the information or the deadie forreceiptof
the requestethformaiton.
1 Expedted requests— within 2 calerdar days
o If insufficient information has beeprovided a request for adihal information will be made witin 1
calenda day. The provier or feacility has 2calendardays toprovide the recessary infonaion. A
decisionwill be madewithin 2 calendaidays of receipt ofthe infomaion or the dedthefor receipt of
the requeted information.

H. Recommended Treément.
KFHPWAQ's medical diretor will determnethe necessity, nate andextentof treatment to b coveredn eah
individual caseand the judgmetwill be made h good fath. Enrollees have lieright to appeal coverage
decisions(see Section VIIL)Enrollees have the right to participaéin decsionsregarding their healtbare. A
Enrolleemay refuse anyacommendd senicesto the extent permittel by law.Enrollees who dtain carenot
recommeded ty KFHPWAO' s me di c a lsowithithe filtuhderstandintha KFHPWAO hasno
obligationfor the @st, orliability for the outome, é suchcare.

New and emergimp medical tebnologes are evaluat on an ogoing basis by the following commités— the

Interregional New Technologies Committee, Medical Techmplssessnent Gmmitee, Medical Policy
Committee, and Pharmacy anderFapeutics Committee. These physicamaluators anside the new
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techro | o g y éfits, whetben it has been proven sandeffective, and under what conditions its use would be
approprate. Thereconmendtions of these comntétes inform what is coverech& FHPWAO health plans

I. Second Ognions.
TheEnrolleemay aces a seond opinion egading a medickdiagnoss or treatmentplan The Enrolleemay
also obtaira seond opinion from a@ut-of-Network Provider without Preautbrization, subjet to Outof-
Network ProviderCost $ares and all dier Preautorizaion requrementsspecifically sated within Sectn V.
Cowerage is deternmedby theEnrolleés EOC, therefae, mverage for the ®nd ophion does ot imply that the
senices @ treatmets recommended wihe coverd. Senices, drugs ahdevices pescrited or recanmended as
a result othe consultatiorare not cgered unless ioluded as covered under tEOC

J. Unusual Circumstances
In theevert of unusud circumstancesush asa major dsaster, epidemignilitary action, civil disorder, labor
disputes @ similar catlses KFHPWAO will not be liable for dministerhg coverage begnd te limitations of
availablepersmnel and facilitis.

Unde the SPN option, in the event ofinusial circumstances such as teadescribd above KFHPWAO will
make a goodaith effort to arange for Covered Seices through aailablePreferred InNetwork Fecilities and
personnelKFHPWAO shall have o otter liability or obligation if Covered Serices ae delayedr unavaildle
dueto unusuatircumstances.

Under the Out-of-Netwark option, if Covered Serices ae delayed or unavailable dweunusual @ cumgances
suchasthose described abov¢FHPWAO shdl have ro liability or obligation to arrage for Covered $rvices.

K. Utilization Management.
“Casemangiemeit” means a care magement plan deeloped foran Enrolleewhaose diagnosis muirestimely
coordindion. All benefits, including travelandlodging, are limited to Coveed Senicesthatare Medically
Necessary aml set forthin the EOC. KFHPWAO may review a Enrolleés medicalecods for the purposef
verifying delivery and coverage eérvices and item8ased m a progective, coacurrentor rerospetive review,
KFHPWAO maydenycoverageif, in itsdetamination,such servies arenot Medicaly NecessarySuch
determinatiorshallbe basedon estahished tinical criteriaand may requé Preauthorizatian

KFHPWAQ will not deny coerage rabactiely for seviceswith Preaithorization andwhich have &ready been
provided to tke Enrolleeexcept inthe case an intentional nmerepresataion of a mateial fact by the patient,
Enrolleg or provider of servicesyr if coverage vas obtainedbased orinacairate,false or migeading
information provided ; theenroliment applcation; orfor nonpayment opremiums Benefits do notaquire
Preauthorization, exept as rotedunder Section IV

lll. Financial Responsibilities

A. Premium.
The Subscribers liablefor paymentto the Groupof their contribution toward themonthly premium, f any.

B. Financial Responsibilties for Covered Services
The Subsadberis liable for paymentof the followingCost Sheesfor Covered Seligcesprovided to the
Subscriberand their Dependents Paynent of an amoun billed mug bereceived within 30 days othe billing
date.Charges willbe forthe lesser of the @&t Share$or the Covered Serge a the actual charge for tha
service. @st Sharewill not exceedthe atual charge for thaservice.

1. Annual Deductible.
Coverd Servicesmay be subject to ananrual Deductble. Charges subjedo theannual Deductiblehall be
borneby the Subscribeduring each year until the amal Deductilte is met.There s an individualannual
Deductible aount for eah Enrolleeand amaximum anrud Deductible anountfor each Rmily Unit. Once
the annual Dauctide amount is reaclifor a Famly Unit in acalendayear, the individual annual
Deductibles ae alsodeamed rechedfor eachEnrolleeduring thatsame calendryear.
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2. Plan Coinsurance.
After theapplicable annwal Deductible is sasfied, Enrollees mayberequred to pay Plan Coinsurancefor
Covered Serices.Coinsurance is calculatl s the Allowed Amount

3. Copayments
Enrollees shall be requidtto pay applicableCopayments at thénte of £rvice. Pgment of a Copgment
does not exclde theposshility of an adlitional billing if thesenice is determineé to be a en-Covered
Serviceor if other Cost Shares apply

4. Out-of-pocket Limit.
Out-of-podket Expenses which apply toward the @nftpocket Limit are set fath in Secton 1V. Total Qut-
of-pocket Expenssincurredduring the sanecdendaryea shall notexceed the Oubf-pocketLimit.

C. Financial Responsibiltiesfor Non-Covered Servces
The cost of non-CoveredServices ad suppliess theresponsbility of the Enrollee The Subscrber s liablefor
payment of anyfeescharged for nonCovered Sevices provded to the Subsdrer andheir Dependents at the
time of service. Payment of ammount billed must be received ithin 30 days oflte blling date
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IV. Benefits Details

Benefis are abjed to all provisons of the EOC. Enrollees areentitled only to receivebenefits and servicethat are
Medically Necessary aclinicaly appropriate fortetreatment ¢ a Medical Condion as determinely
KFHPWAQO' medcal diredor and as desibed heein. All Covered Sevices a@e subjed to case narnagenert and

utilization management

Underthe Out-of-Network option, Enrollees shall be required to pay arngifferencebetveenthe Out-of-Network

P r o v iclhage for servtes and the Allowed Amoungxcept for Emergay senices, including posstabilization

and r ancillaly services received from a ndtetwork provider at a Networkacility. For more information about
balance billing protectionglease visithttpsi/healthy.kaisgpermanente.org/washington/suppanmthsand dick on

“Billing Forms.

Preferred In- In-Network

Network

Out-of-Network

Annual Deductible

Annual Deductible with Wellness incentive:
Enrdlee pays$1,250perEnrolleeper
calenaryearor $2,500 per Family Unit per
calendaryear

Annual Deductible with Wellness incentive:
SubscriberEnrollee pays $1,125per calendar
year; dependent Enrollees pay $1,250per
calendar year or $2,375per Family Unit per
calendaryear

Enrdlee pays $3,750 perEnrollee per
calendryearor $7,500per Family Unit
percalendaryear

Coinsurance

Plan Coinsurance:
Enrolleepays 30%
Plan Coinsiranceof
the Allowed Amount

Plan Coinsurance:
Enrolleepays10%
Plan Coinsurancef
the AllowedAmount

Plan Coinsurance: Enrollee pays 50%
Plan Coinsurane of the All owed Amount

Lifetime M aximum

No lifetime maimum on coered Bsential HealtiBenefits

Out-of-pocket Limit

Limited to amaximum of $4,500 per Enrollee
or $9,000 pe Family Unit percalendaryea

No Outof-pocket Limit; Enrolleepaysall
cost shares pedendaryear

The following Out-of-pocke Expenses
apply to the Out-of-pocket Limit: All Cost
Sharedor Covered Services

The fdlowing expensesdo not appy to the
Out-of-pocket Limit: Premiums, chargesfor
servicesn excess o0& benefit, chages in
exaess ofAllowed Amouwnt, chagesfor non
Covered Services

The following Out-of-pocket Expenses
apply to the Out-of-pocket Limit: Not
applicable

The following expensesio notapply to
the Out-of-pocket Limit: Premiums,all
Cost Shares faCoveredSewices,
chargedor servicedn excess of a benefit,
chages in exes of Allowed Amount,
chages for nonCovered Sevices

Pre-existing Condition
Waiting Period

No pre-existing condition waiting period

CA-422223
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Acupuncture

Preferred In-Network

In-Network

Out-of-Network

Acupuncture nedle tretment, limited toa
combiredtotal of 20 visits percalendr
yearwithout Prauthorization

No visit limit for treatmert for Substance
UseDisorder

Office visits: Enrollee
pays$20 in Copayment
for primary care
provider \sits

Throudch age 17:
Enrollee pagnothirg
for primary care
provider servies

Annual Dedudble and
Plan Coinsurance do nq
apply to office vidis
including surgery but
does apply to @dignostic
laboratory/raiology
services and visits at
outpatient hgpital and
ambulatory argical
centers

All other ®rvices After
Deductible Enrollee
pays 10% Plan
Coinsurance

Office visits:Enrollee
pays$40 Copayment
for primary care
provider visits

Throughage 17:
Enrolee pa nothing
for primary care
provider rvices

Annual Dedudble
and Plan Coinsurance
donot apply to office
visitsincluding
surgery but does appl
to diagnostic
laboratory/radiology
savices and visits at
outpatient hospitaand
ambdatory surgicd
centers

All other services
After Deductble,

Enrollee pay$80%
Plan Coinsurance

After Dedutible,
Enrolleepays50%
Plan Cdnsurance

Exclusions: Herbal supplerant; reflexology;any services not withm the £opeof the gacition esrlicensire

Advanced Careat Home

Preferred In-Network

In-Networ k

Out-of-Network

Advanced Care at Home is arponalized,
patientcentered program that provides ce
for patientswith certain clinicalcondiions
in their homes, wat another approjate
cae locationsuch as a family member
home or temporgrresidence

AdvancedCare at Home servicesust be
asseiated with an acute episodte which
the member is treated for a briefttsevere
episode of iliness, for conditions that are
the result of disease such as, but not
exclugve to, congestivednrt failure,
prneumonia, uppeurinary tract infection or
cellulitis. The treatment plamayinclude
restorative carassociated with the acute
episale The diration of an episodef care
(which includes acetand restorative
phases)s limited to aotal of 30 days

No chargeEnrolleepaysnothing

Not covered; Enrollee
pays100%of all
charges

CA-422223
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To receive adanced car@ the home:

il

TheEnrolleemust be referred intg
the advanced caprogram by the
managing provideat aNetwork
emergencyroom setting
AdvanedCare atHomerequires
Preauthorizationbasel onthe
Enrolleé kealth statis, treatment
plan, aml homesettirg or arother
appropriate care location within
the Srvice Area

The clinical conditionmustmeet
inpatient Medicd Necesity
criteria,
TheEnrolleemustconsento
receivingadvanced caréeescribe
in thetreament plan

Thecare locationsuch aghe
Enrdlee mesidencemust be
within 30 minuteground travel
time of an emergency department
and

Thecarelocation such asthe
Enrolleeé eesidene, must have
cdl service

Advanced Car at Hone is provided
throughMedically Home our Network
provide, and will provide the following
services irtheEnrolle€ komeor
approprate care location

f

Home visits byRNs, physical
therapiss, occupationaheraists,
speechherapists, rgsratory
therapsts, nutritionist, heéth
aides, and other healthcare
professonals in @corcancewith
the AdvancedCareatHome
treatmentplanand he pr o
scope of practice and licams.
Communicaion devices to llow
theEnrolleeto contact the mddal
commandcenter 24 howra day/
days a week. This includeseaued
communication tehnology to
support reliableonnection for
communication, ad a personal
emergency response system alel
device to catact the medial
conmand centerfithe Enrolleeis
unable to et to a phone.

Additional services covered under this
berefit include:

CA-422223
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1 The following equipment
necessary tensure that you are
monitored appropriately in your
home: blood pressure
cuff/monitor, pulse oximéer,
scak, and thermmeter.

1 Mobile imaging and ésts such as
X-rays ultrasoundsand EKGs.

1 Safety itemswvhenMedically
Necesary, such ashower stools,
raised toilet seats, grabbelsng
handled shoehorn, and socksid

1 MealswhenMedicallyNecessary
while youare receivingadvanced
care @ homewill be provided
through ouNetwork Povider,
Medically Home

In addition,cog sharingis waivedfor the
following coverel sevices and iterawhen
the services and itemseaprescribed as
part of yourAdvanced Care at Home
treatment plan:

1 Durable Malical Equpment.

1 Medical Suppies.

1 Enrolleetransportation tand
from Network faciities when
Enrolleetransport idMedically
Necesarywill be arranged by
Medically Home based on the
most appropriate mode of
transportation which could be
ambulance, cabulance or
otherwise

1 Physician Asistant and Nurse
Practitione house calls.

1 Emergency Departent visits
associated with this benefit.

Thecod shaeis not waved andwill apply
to anysewicesthat arenot partof your
Advarced Gre & Hometreatmenplan
(for example DME not specified inyour
Advanced Care at déinetreatmenplan).

For outpatientprescription drugost
sharesseeDrugs- Outpatent Presription.

Exclusions: PrivateDuty Nursing; houskeeping or meadervice not part of yourAdvanced Care at Home treatniglan
any care provided by or for a familgemter; anyother services rended in the hane which are not spefied in your
AdvancedCare atHometreatmenplan
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Allergy Services

Preferred In-Network

In-Network

Out-of-Network

Allergytesting

Office visits:Enrollee
pays$20 Copaymert for
primarycae provider
visits or $40 Copayment
for specialty care
providervisits

Through age 17:
Enrollee paysothing
for primarycare
provider servicesr $40
Copaymaet for specialty
care provider services

Annual Deductible and
Plan Coinsurance do no
apply to dfice visits
including surgery but
does aply todiagnostic
laboratay/radiology
services and visits at
outpatient hospital and
ambulatory surgical
centers

All other servicesAfter
Deductible Enrollee
pays10% Plan
Coinsurance

Office visits:Enrollee
pays$40 Copaymert
for primarycare
provider visits or $80
Copaymentfor
specialty care provider
visits

Throughage 17:
Enrollee paysnothing
for primarycare
provider servicesr
$80 Copaymenfor
specialty care provider
services

AnnualDeductible
and Pan Coinsurance
do not apply to office
visits induding
surgerybut doesapply
to diagnostic
laboratory/ratblogy
services and visits at
outpatient hospitalrad
ambulatory surgical
centers

All other sevices
After Deductible
Enrollee pay$80%
Plan Coirsurance

After Deductibe,
Enrolleepays
50% Plan
Coinsurane

Allergy seeum and injections

Office visits:Enrollee

Office visits: Enrollee

After Deductible,

pays $20 Copayment fo| pays $40Copayment | Enrolleepays
primary care prover for primary care 50% Plan
visits or $40 Copayment provider visits or $80 | Coinsuraice
for specialty care Copayment for
provider visits specialty care provide

visits
Through age 17:
Enrollee paysiothing Through age 17:
for primary care Enrollee paysiothing
provider services d¢40 | for primarycare
Copayment forspecialty | providerservices @
care provider services | $80Copayment for

specalty careprovider
Annual Dedutible and | services
Plan Coinsurance do no
appl to office Jsits Annual Deductible
including surgery but and Plan Caisurance
does apply to diagnostig do not apply to office
laboratory/radiology visits including
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services and visits at
outpatient hospital and
ambulatory surgida
centes

All other services: After
Deductible, Enrolle
pays 106 Plan
Coinsurance

surgery but des apply
to diagnostic
laboratory/adiology
services and visits at
outpatien hospial and
ambulabry aurgical
centers

All other services:
After Deductible,
Enrollee pays 30%
Plan Coinsurance

Ambulance

Preferred In-Network

In-Network

Out-of-Network

f
f

Emergencyambulance seiwe is ®vered

only when:

1 Transport to the neaestfacility
thatcantreat your conditin

1 Any other type of transpbwould
put your heath orsafay & risk

1 The senice is from dicensed
ambulance

1 Theambulanceransports you to

a location where you retve
coveral sevices

Emergencyair or seamedical
transportations covered only when:

The alve requiremerstfor
ambulance service are mahd
Geograplc restaints prevent
ground Emergency transpation
to the nearest facility tht can
treat your onditon, or ground
Emergercy transportatio would
put your healtlor safety at risk.

After Deductible, Enrolleepays10% Plan

Coinsurace

After Deductible,
Enrolleepays50% Plan
Coinsurane

CA-422223
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Non-Emergencyground or air irterfaciity
trarsfer.

Under the SummitPPONetwork option,
non-Emergency grourd or air interfacility
trarsferto or froma Preerredin-Network
Fadlity where you receiveovered
servicesvhenPreauthorizedby
KFHPWAO.

Underthe In- Networkoption, hosptal-to-
hospital graundtransfes when
Preauthorizedby KFHPWAO.

Non-emergehair trangportation requires
Preauthaizaion.

After Dedudible, Enrdlee pays10% Plan

Coinsurance

Hospital-to-hospital ground transfers: No
chargeEnrollee paysnothing

After Deductble,
Enrolleepays50% Plan
Coinsurace

Cancer Screeningand Diagnhosic
Sevices

Preferred I n-Network

In-Network

Out-of-Network

Rouine cancer screéng coveral as
Prevertive Servicesn accordace with the
well care schdue estabishedby
KFHPWAO and he PatienProtecton and
Affordable Cae Actof 2010. The well
care scldule is avaidde in Kaise
Peamanentemedical caters at
www.kp.org/wa orupon reged from
Member ServicesSeePrevenive Seavices
for additonal information.

No chamge; Enrollee
pays nothing

No chage Enrollee
pays nohing

After Deductibe,
Enrolleepays50% Plan
Coinsurace

Diagnostic laboratornanddiagnastic
services forcance. See Diagostic

Diagngstic laboratory
After Deductible,

Diagrostic labor#ory:

After Deductible,

After Deductibk,
Enrolleepays50% Plan

Laboratoryand Radiologysevicesfor Enrolleepays10% Plan | Enrolleepays30% Coinsurance
additional information. Preventve Coinsurance Plan Cénsurance
laboratoy/radidogy servicesare coered
asPrevenive Sewices. Diagnosic radiology: Diagnogic radiology:
After Deductible, After Deductible,
Enrolleepays 10% Plan | Enrolleepays 30%
Coinsuarce Pan Coinsuance
High endradiology. High endradiology.
After Deducble, After Deductible,
Enrolleepays10% Plan | Enrolleepays 30%
Coinsurance Plan Coinsurace
CA-422223 18
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Circumcision

Preferred In-Network

In-Network

Out-of-Network

Circumcsion

Hospital - I npatient:
After Deductible,
Enrolleepays10% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Enrollee pays10% Plan
Coinsurance

Outpatient Services
Office visits:Enrollee
pays $20 Copaymen

Hospital - Inpatient:
After Deductibk,
Enrolleepays 30%
PlanCoinsurance

Hospital -
Outpatient:

After Dedutible,
Enrolleepays30%
Plan Consurance

Outpatient Services
Office visits:Enrollee

Hogpital - Inpatient:
After Deductible,
Enrolleepays50% Plan
Coinsurance

Hosptal - Outpatient:
After Dedictible,
Enrolleepays50% Plan
Coinsurance

Outpatient Services:
After Deductible,
Enrolleepays50% Plan

for primary care pays $40 Copayment | Coinsuance

provider visits or $40 | for primary care

Copaynentfor provider visits or $80

specialty care provider| Copaymat for

visits specialty care provide
visits

Through age 17:

Enrollee paysiothing Through age T:

for primarycare Enrollee paysothing

provider service®r for primary care

$40 Copayment for provider serices or

specialty are provider | $80Copayment for

savices specialty care provide
services

Annual Deductible and

Plan Coinsurancdo Annual Deductible

not apply tooffice and Plan Coinsurance

visits including surgery| do not apply to office

but does apply to visits including

diagnostic surgery lit does aply

laboratoy/radiology to diagnostic

services and visits at | laboratory/radiology

outpatient hospétl and | sewices aml visits at

ambulatory surgal outpatient hospital and

centes ambulatorysurgical
centes

All other services

After Deductble, All other services:

Enrollee pays 10% Plal After Deductible,

Coinsurance Enrollee pays 30%
Plan Coinsurance

Circumcision is

covered in full for

newborns (up to 60

days in age)
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Clinical Tri als

Preferred In-Networ k

In-Network

Out-of-Network

Notwithstanding any other povision of
this documentthe Plan povides benéfs
for Routire RatientCosts of quafi ed
individualsin approved dinical trials, to
the extent benefitforthese cats are
required byfedeal and state lav.

Routine patient costs iclude all items and
sewricesconsstent withthe coverag
provided n the plan (orcoverage)that is
typicaly coveed fora qualified individual
who is not enrolled in aiclical trial.

Clinical Trials are ghasel, phase |,
phaselll, or phase IV chicd trial that is
corducted in relation tothe prevenion,
detecton, or treatmat of caner or other
life-threakening dseag a condtion.” [fe
t hreat eni n gansang disdaet
or condtion from whchthe likelihoad of
deat isprobable unlesthecouse of the
disease o condition is interrupted.

Clinical trials require Reauthorization.

Hospital - Inpatient:
After Deductible,
Enrolleepays 10% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Enrolleepays 10% Plan
Coinsurance

Outpatient Services
Office visits:Enrollee
pays $20 Copaynm
for primary care
provider visits or $40
Copayment fo
specialty cae provider
visits

Through age 17:
Enrollee paysiothing
for primary care
provider services or
$40Copayment for
specialty care provig
services

Annual Deductible and
Plan Coinsurancdo
notapply to offie

visits including surgery
but dees apply to
diagnostic
laboratory/radiology
senices and visitat
outpatient hospital and
ambulatory surgical
centers

All other services:
After Deductible,
Enrollee pays 10% Pla
Coinsurance

Hospital - Inpatient:
After Deductble,
Enrolleepays 30%
PlanCoinsurance

Hospital -
Outpatient:

After Deductible,
Enrolleepays 30%
Plan Coinsurance

Outpatient Services
Office visits:Enrollee
pays $40 Gpayment
for primary care
provider visits or $80
Copayment or
specialy care govider
visits

Through agd.7:
Enrollee pgs nothing
for primary care
provider services or
$80Copayment for
specialty care provide
senices

Annual Deductible
and Plan Coingrance
do not apply to office
visits including
surgey but cbes apply
to dagnastic
laboratory/radiology
savices and vigs at
outpatient hospital anc
ambulatory surgida
centers

All other services:
After Deductible,
Enrollee pays 30%
Plan Coinsurance

Hospital - Inpatient:
After Deductible,
Enrolleepays50% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Enrolleepays 50% Plan
Coinsurae

Outpatient Setrvices:
After Deductible,
Enrolleepays 50% Plan
Coinsurance

Exclusions: Routine patent costs do ot include: (i) the inwvestigdional item, cevice, @ sewice, itsdlf; (ii) itemsand
serviceghat are povidedsolely to satisfy data cibection and analyis needs an that are not used irhedirect clinical
management of the patie or (ii) a sevice that is clearly inconsstentwith widely accepted ad edaHi shedstandards of

care Pbr a paricular diaggnosis
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Dental Services and Denal Anesthesia

Preferred In-Network

In-Network

Out-of-Network

Dental service$i.e., routine care,
evaluationand treatrent)including
accidentalmjury to natural teeth

Not covered Enrollee
pays 1006 of all
charges

Not covered;Enrollee
pays 10046 of all
charges

Not covered Enrollee
pays 1006 of all
charges

Dentd servicesin prepaation for
treatmenincluding but notimited to
chemotherapyradiationtherapy, and
organ transplats. Dentd sevices in
preparation for treament require
Preauthaization.

Dentd problems suhb as inkdions
requiringemergeny treamentoutside of
standard business hag arecovered as
Emergercy Senices.

Hospital - Inpati ent:
After Deductible,
Enrollee pays 10% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Enrolleepays 10%Plan
Coinsurance

Outpatient Services
Office visits:Enrollee
pays $20 Copayment
for primaly care
provider visits or $40
Copayment for
specalty care provider
visits

Through age 17:
Enrolleepaysnothing
for primary care
provider services or
$40Copaymet for
specialty care provider
services

Annual Deductible and
Plan Coinsurance do
not apply to office
visits including surgery
but doesapply to
diagnostic
laborabry/radiology
services andisits at
outpatent hospital and
ambulatory surgical
centers

All other services:
After Deductible,
Enrollee pays 10% Pla
Coinsurance

Hospital - Inpatient:
After Deductible,
Enrolleepays 30%
Plan Cansurane

Hospital -
Outpatient:

After Deductible,
Enrolleepays 306
Plan Coinsurace

Outpatient Senvices:
Office visits: Enrollee
pays $40 Copayment
for primary care
provider visits or $80
Copaymenfor
specialty care provide
visits

Through age 17:
Enrollee paysnothing
for primary care
provider servies or
$80Copayment for
specialy care provider
services

Annual Deductble
and Plan Coinsurance
do not apply to office
visits including
surgery butloes apply
to diagnostic
laboratory/radiology
servces andsisits at
outpatiert hosital and
ambulatory stgical
centers

All other services:
After Deductible,

Enrolleepays 30%
Plan Coinsurance

Hospital - Inpatient:
After Deductible
Enrolleepays50% Plan
Coinsuance

Hospital - Outpatient:
After Deducible,
Enrollee pays 50% Plan
Coinsurance

Outpatient Sevices
After Dedudible,
Enrolleepays50%Plan
Coinsurance

Geneal aneghesia serices ad rdated
facility chargesfor dertal proedures for

Hospital - Inpatient:
After Deductibe,

Hospital - Inpatient:
After Deductible,

Hospital - I npatient:
After Deductible,
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Enrdlees who areunder 7 yearof ageor
are physically or developmentally disablel
or havea Medical Condtion where the
Enrolle€ sedtihhwould be put arisk if the
dentd procedurewere performd in a
denist ' se. of f i c

Enrolleepays 10% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Enrolleepays 10% Plan
Coinsurance

Enrolleepays 30%
Plan Coinsurance

Hospital -
Outpatient:

After Dedutible,
Enrolleepays 30%
Plan Coinsurance

Enrolleepays50% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Enrolleepays50% Plan
Coinsuence

Exclusions: Dentis t 't aral sugeo n

s, dentaleare surgey, services anl appliances, itluding: treatmet of

accidentl injury to naural teeth reconstiuctive suigery to the jaw inpreparation fodentd implants denal implants,
periodonal surgery any other detal srvice notspecificdly listed ascovered

Devices, Equpment and Supplies (for
home u®)

Preferred 1n-Network

In-Network

Out-of-Network

Durable medical eqipmert: Equipment
which can wthstand repeaté use, is
primarily and customarily ugd to serve a
medical purposes wseful only in the
presence d an illnes or injury and is used
in the Enrolleé soméa

1 Examples 6covereddurable medical
equpment intudeshosital beds,
wheelchars, walkers, crutchesanes,
bloodglucose monitos, external
insulin pumpgincluding related
supplies sah astubing, syrirge
carridges,cannul@ andinserters)
oxygen andhe rentalof equipmento
administer oxygen(includingtubing,
conrectasand masks)and
therap@tic shoesmodificationsand
shoeinserts for seerediabetic foot
diseas. KFHPWAO will determinef
equipmentis made availale on a
rentd or purchase lss.

I Orthopedicappliances: Itemsattachel
to animpairedbody segment fothe
purpose of protectirg the segmast or
asssting in redoration or
improvemaent of its function.

1  Ostony supplies Supplies brthe
removal of bodily ®cretions or \aste
through arattificial opening.

1 Postmagectomy bragforms, limited
to 2 every 6 moris. Redacenents
within this 6monthperiod ae
covaedwhenMedically Necasary
due to a change ithe Enrolleé s
condition.

1 Proghetic devces:ltems wlich

After Deductible,
Enrolleepays 10% Plan
Coinsuance

Customarchsupports
andfoot insetslimited
to $300 maxmum per

Enrollee per calendar
year

Annual Deductibie
does nd apply tostrip-
based bloodjlucose
monitors teststrips
lancets or control
solutions

After Deductible
Enrolleepays30%
Plan insuramre

Custom ach sipports,
and foot inserts

Allowance shared ith
Preferrel In-Network

Annual Deductble
doesnot apply tostrip-
based blod glucose
monitors, test #rips,
lancets or cortrol
soluions

After Deductible,
Enrolleepays50% Plan
Coinsurance

Custom archgppots,
and foot inserts
Allowance shared with
Preferrel In-Network
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replace albr part of an eterral body
part,or fundion thereof.

1 Salestax for devices, equipmerand
supplies

1 Custom arch supporgnd foot irserts
not relatedo the treatment of
diabetes.

When provided n lieu of hospitalization,
benefits wil be the geate of benefits
available fordevices, equipmentand
supplies, lome health or hospitéation.
See Advanced Care at Home for durable
medcal equipment provided in an
Advanced @re at Home settinbee
Hospicefor durabbe medicalequipment
providedin ahospicesetting

Repar, adjustnent a replacement of
applianesard equipment is covered wen
Medically Necessary and apppriate.

Preathorization is reuired for certain
servicesreferto Sction ll. G.
Preauthorization

Exclusions: Over-the-courter ach suports; orthopedc shoeghat arenot attached toan pliance; wigs/har prosthesis;
take-home dessings and sygies following hogpitalization; supplies, dressings, appliances, devices @ senices not
speifically listedas @vered aboe; sameas or ginilar equipmet already inthe Enrolleé possession; replacementor
repair due to Iss,theft, brealage from willful damage, ndgct orwrongful use,or due to persmal preference; structural
modifications toca Enrolleé Bomeor pesonal vehtle

Diabetic Education, Equipment and Preferred In-Networ k In-Network Out-of-Network
Pharmacy Supplies
Diabetic educatian andtraining. Office vidts: Enrollee Office visits: After Deductible
pays$20 Copaynent for | Enrolleepays $40 Enrolleepays50%Plan
primary care provider Copaynent for Coinsurane
visits or $40 Copayment primary care providel
for specialty care visits or $80
providervisits Copayment for
specialty care
Through age 17: provider visits
Enrollee paysothing
for primary care Through age 17:
provider services or $40| Enrollee mysnothing
Copayment fospecialty | for primary care
care provider services | provider services or
$80 Copayment for
Annual Deductible and | specialtycare
PlanCoinsurane do not | providerservices
apply to ofice visits
including surgery but Annual Deductible
does apply to diagnostig and Plan Coinsuraec
CA-422223 23




laboratory/radiology
services and visits at
outpatient hospital and
ambulatory surgical
centers

All other services: After
Deductible, Enrbbee
pays 10% Plan
Coinsurance

do not apply to office
visits including
surgey but does
appl to diagnostic
laboratory/radiology
services and vits at
outpatient hospital
and ambulatory
surgical centers

All other services:
After Dedudible,
Enrollee pays 30%
Plan Coinsurance

Diabdic equipmert: Blood glucose
monitorsand externkinsulin pumps
(including relatd suppliesuchastubing,
sylingecartridges, camulaeand inserters)
andtherapeutic shaes, mdlifications and
shoeinsers for seerediabetic foot
diseaseSeeDevices Equipmentand
Supplesfor additional information.

After Dedctible,
Enrolleepays 10% Plan
Coinsurance

Annual Deduatible does
nat applyto strip-based
blood glucosemonitors
teststrips lancetsor
control solutioss.

After Deductible,
Enrolleepays 30%
Plan Coinsurance

Annual Deductibe
does not applyd
strip-based blood
glucosemonitors test
strips, lancetsor
cortrol solutions

After Deductible,
Enrdlee pays 50% Plan
Coinsurance

Diabetic pharmecy supplies: Insuin,
lancets, lancet devisgneeélles insulin
syringesdisposablénsulin pens, gn
needes glucagn emergencykits,
prescriptive ord agentsand blood gluose
test strips for a supplyof 30 days or less
per item. Cerain brand naménsulin drugs
will becovered athe generic leel. See
Drugs— Outpatient Prescriptiorfor
addtional phamacy information.

Preferred generic
drugs (Tier 1): Enrollee
pays$10 in Copayment
per 3Gdays p to a 90-
day sumply

Preferred brand name
drugs (Tier 2): Enrollee
pays $20 Copaymentper
30-daysup to a90-day
supply

Non-Preferred gereric

and brand name drugs
(Tier 3): Enrolleepays

$30 Copaymentper 3-

days upto a 90day

supply

Preferred specidty
drugs (Tier 4): Enrollee
pays $150 Copayment
upto a30-daysupply

Non-preferred
specialty drugs(Tier
5): Enrolleepays ®%
Coinsurance

Preferred generic
drugs (Tier 1):
Enrolleepays$20
Copaymentup to a
30-daysupply

Preferred brand
name drugs (Tier
2): Enrolleepays$40
Copaymentup to a
30-daysupply

Non-Preferred
generic andbrand
name dugs (Tier
3): Enrolleepays$60
Copaymentup to a
30-daysupply

Preferred specidty
drugs(Tier 4):
Enrolleepays $150
Copaymentupto a
30-daysupply

Non-preferred
specialty drugs
(Tier 5): Enrollee
pays ®%

Not covered; Enrollee
pays 100%of all
charges

CA-422223

24




Note: An Enrolleewill
not pay more tha$35,
not subject to the
Deductible, for a 30day
supply of insulin to
comply with state law
requiranents.Any cost
sharingpaid will apply
toward the anral
Deductible.

Annual Dedtctible does
notapply tostrip-based
bloodglucosemonitors,
test ¢rips, lancetsor
cortrol solutions

Coinsurance

Note: An Enrollee
will not pay nore
than 85, not subject
to the Deductiblefor
a 30day supply of
insuin to comply
with state law
requiranents. Any
cost skaring pad will
apply toward the
annualDeductible

Annual Deductibe
does noapply to
strip-based mod
glucos monitors, teg
strips lancetsor
contol solutions

Diabetc retinal sreening.

No chargeEnrollee

No chargeEnrollee

After Dedudible,

paysnathing pays nohing Enrolleepays50%Plan
Coinsurarce

Dialysis (Home and Outpatient) Preferred In-Network In-Network Out-of-Network
Dialysis inan outpaent or home setting is | Office visits:Enrollee Office visits: After Deductible,
covered forEnrollees with acute kidney pays $20 Copayment fo| Enrolleepays $40 Enrolleepays 50% Plan
failure orendstagerenal diseaseSRD). | primarycare provider Copaymenfor Coinsurance

visits or $40 Copayment primary care provide

for specialty cee visits or $80

provider visits

Through ge 17:
Enrollee pay nothing
for primary care
provider service or $40
Copayment fospecialy
care providerearvices

Annual Deductible and
Plan Coinsurance do no
applyto office visits
including surgery but
does apply to dignostic
laboratory/radiology
servies andvisits at
outpatient hospital and
ambulatory sugical
centers

All other services: After

Copayment for
specidty care
provider \isits

Through age 17:
Enrollee paysothing
for primary care
provider services or
$80Copayment for
specialty care
provider services

Annual Deductilé
and Plan Coinsuranc
do not apply to office
visits induding
surgery but does
applyto diagnostic
labaratory/radiology
services and visits at
outpatient hospital
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Deductble, Enrollee
pays 10% Plan
Coinsurance

and anbulatory
surgical centey

All other services:
After Deductible,
Enrollee pays 30%
Plan Coinsurance

Injections alministered bya Provider in a
clinical settirg during dialysis.

Office visits: Enrollee
pays $20 Copayment fo
primary care provider
visits or $40 Copayment
for specialtycare
provider visits

Through age 17:
Enrollee paysiothing
for primary care
provider sevices or $40
Copaymert for specialty
care provider services

Annual Deductible and
Plan Coinsurance do no
apply to office visits
including surgery but
does apply to dgnostic
laboratory/radiology
services and visits at
outpatient hospital and
ambulatoy surgical
certers

All other services: After
Deductible, Erollee
pays 10% Plan
Coinsurance

Office visits:
Enrolleepays $40
Copayment for
primary care povider
visits a $80
Copayment for
specialty care
provider visits

Through age 17:
Enrollee paysiothing
for primary cae
provider services or
$80Copayment for
specialty care
provider services

Annual Dedudble
and Plan Coinsuranc
do not apply to office
visits includng
surgery but does
apply to diagnostic
laboratory/radblogy
services and visits at
outpatient hogital

ard ambulatory
surgical centers

All other services:
After Deductible,
Enrollee pays 30%
Plan Coinsurance

After Deductible,
Enrolleepays50% Plan
Coinsurare

Selfadministered injectables. See Drgs—
OutpatientPrescripton for additiond
pharmacy information.

Preferred generic
drugs (Tier 1): Enrollee
pays $10 in Copayment
per 30days upto a 90
day supply

Preferred brand name
drugs (Tier 2): Enrollee
pays £0 Copayment pe
30-days up to a 9day
supply

Non-Preferred generic

Preferred generic
drugs (Tier 1):
Enrolleepays $20
Copayment up ta
30-day supply

Preferred brand
name drugs (Ter

2): Enrolleepays $40
Copayment up to a
30-day supply

Non-Preferred

Not covere; Enrollee
pays 100% of all
charges
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and brand name drugs
(Tier 3): Enrolleepays
$30 Copayment per 30
days up to a 9@lay
supply

Preferred specidty
drugs (Tier 4): Enrollee
pays $150 Copaymert
up toa30-day syoply

Non-preferred
specialty drugs(Tier
5): Enrolleepays 30%
Coinsurance

generic ard brand
name drugs (Tier

3): Enrollee pays $60
Copaymehup to a
30-day supply

Preferr ed specidty
drugs (Tier 4):
Enrolleepays $150
Copaymentup toa
30-day syply

Non-preferred
specialtydrugs
(Tier 5): Enrollee
pays 30%
Coinsurarce

Drugs- Outpatient Presaiption

Preferr ed In-Networ k

In-Networ k

Out-of-Network

Presciption drugs, supplieand devices

Preferred generic

Preferred generic

Not coveaed Enrollee

for a suppy of 30 days or lessincluding drugs (Tier 1): Enrollee | drugs (Tier 1): pays 100% of all

diabeticphamacy supplies (insulin, pays $10 in Copayment| Enrolleepays $20 charges

lancets, lancetdevices, needles, insulin per 30days upto a 90 Copayment up to a

syringes dispogble insulin pens, pen day supply 30-day supply

needles ard bload glucosetest strips),

mentalheath andwellnessdrugs, self Preferred brand name | Preferred brand

administeredinjectablesmedicatiors for drugs (Tier 2): Enrollee | name drugs (Tier

the treatmentarising from sxual assau) pays $20 Copayment pg 2): Enrolleepays $40

and rauitine msts forpreription 30-days up ta 9Gday Copa/ment up to a

medcations provded in a clinical trial. supply 30-day supply

“Rouine costs emsitems andsewices

ddiveredto the Enrolleethat areconsisent | Non-Preferred generic | Non-Preferred

with and typially coveredby the dan @ and brand name drugs | generic and brand

coverage for aEnrolleewho is not enrtbed | (Tier 3): Enrolleepays | name drugs (Tier

in a clinical trial. All drugs, suppies and $30 Ceayment per 30 | 3): Enrolleepays $60

devices must be ér Covered Sevices daysup o a 90day Copaymat upto a
supply 30-day supply

All drugs, suppksand devces must be

obtained & aKFHPWAO-desgnated Preferred specidty Preferred specidty

phamacyexcet for drugs dipersed for drugs (Tier 4): Enrollee | drugs (Tier 4):

Emergenrcy services or for Emergery pays $150 Copayment Enrolleepays $150

sewvices obtaineautside of tle upto a30-day sypply Copaymentupto a

KFHPWAQO Service Areaincluding out of 30-day syply

the country. After thefir st fill, Non-preferr ed

maintenance dugs ae requied tobe filled | speciaty drugs (Tier Non-preferred

at aKFHPWAO Clinic or through 5): Enrolleepays ®% specialty drugs

KFHPWAO mail order.Information Coinsurance (Tier 5): Enrollee

regardng KFHPWAO-despnated pays30%

phamacies areeflected inthe Coinsuence

KFHPWAO Piovider Directory or can le | Annual Deductible bes

obtained by conteting Kaiser Pemanente | not gply to strip-based
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MemberServices.

Presciption drug Cog Shaes ae payahble
at the time ofdelivery. Certan brand name
inaulin drugsare cweredat the geeric
drug Cost Share

Certain dugs are shjed to
Preauthazation asshown in the Prefered
druglist (formulary) avaiable at
www.kp.orgivaformulary.

Enrdleesmay be dlgible to reive a
emergercy fill for certain prescrption
drugs filed outsde d KFHPWAQO' s
business hogror whenKFHPWAO
cannot reah the prescrber for
conaultation. Far emergencyfill s,
Enrolees pay theprescription drugCog
Share Pbr each7-day suply or less,or the
minimum packaging sizeavailable atthe
time theemergencyill is dspensed. A list
of prezription drugseligible for
emergeng fills isavdlable on the
phamacy webste at
www.kp.org/waformulary. Enrollees can
request an emergay fill by calling 1-855
505-8107.

In order D obtain thePreferred h-
Network, Enrollees must utlize designaed
phamades whichare reflededin the
KFHPWAO Provider Directory, or carbe
obtained by ontacing Kaiser Pemanente
Member Seavices

For outpatient prescriptiodrugs and/or
items that areovered undethe Drugs—
OutpatientPregription fction and
obtainedat a pharmacy owned ard
opaatedby KFHPWA, an Enrolleemay
be able tauseapproved manufactar
coupons as paymefdr the Cos Sharirg
that an Enrolleeowes,as dlowed under
KFHPWA’ &npoogrampAn Enrollee
will owe any aditiond amount if the
coupon doesot cover the entire amount
of the CostSharingfor theEnrollee' s
prescrigtion. When a Enrolleeuses an
approved coupon for payant of heir Cost
Sharing, theoypon amount and any
additiond payment trat you makewill
accunulateto their Outof-Pocket Limit.
More information is availableregading
the Kaiser Permamte caipon pr@gram

blood glucosemonitors,
test strips, lancetsor
contol solutons

Note: An Enrolleewill
not pay morethan $35,
not subject to the
Deductible for a 3Gday
suply of insulin to
comply with statelaw
regurements.Any cost
sharirg paidwill apply
toward theannual
Deductble.

Annual Deductible
does no apply to
strip-based blood
glucosemonitors, test
strips, lancetsor
conftol solutions

Note: An Enrollee
will not pay moe
than $35, na subject
to the Deductiblgfor
a 30daysupply d
inaulin to comply
with statelaw
regurements.Any
cost sharing aid will
apply bward the
anrual Deductble.
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rules and limitdbnsat kp.orgkxcoupons

Injections admirstered by a Providerin a
clinical seting.

Office visits:Enrollee
pays $20 Gpayment for
primary care provider
visits or$40 Copayment
for specialty care
providervisits

Through agd 7:
Enrdlee paysnothing
for primary care
providerservices or $40
Copayment fospecialty
care povider services

Annual Deductible and
Plan Coinsrance do not
apply to office vists
including surgery but
does apply to diagnostig
laboratory/adiology
savices ad visits at
outpatient hospital and
ambuldory surgical
centers

All other services: Afte
Deductible, Enrollee
pays 10% Plan
Coinsurance

Office visits:
Enrolleepays $40
Copayment for
primary care provider
visits or $80
Copayment for
specialty are
providervisits

Through age 17:
Enrollee paysiothing
for primary care
provider services or
$80 Copayment for
specialty care
provider services

Annual Deductible
and Plan Coingance
do nd apply to office
visits including
surgery but does
applyto dagnostic
laboratory/radiology
services and visitat
outpatient hospital
and ambulatory
surgical enters

All other services:
After Deductible,
Enrollee pays 30%
Plan Coinsurance

After Deductble,
Enrolleepays50% Plan
Coinsurance

Overthe-counterdrugs not included under

Not covered;Enrollee

Not covered;

Not coveaed; Enrollee

Prevetive Careor Reproductie Hedth. pays 100%of all chages | Enrolleepays 1006 | pays100% of all
of all charges chages
Mail order drugs dispensd through he Enrolleepaystwo times | Not coveed; Not coveral; Enrollee
KFHPWAO-despnated mail order sevice. | the prescriptiondrug Enrolleepays 100% | pays D0%of all
CostSharefor each 9- of all chamges chages

day supplyor less

Annual Deductit# does
notappl to strip-based
blood glucose monitors,
teststrips, lancds or
control solutions

Note: An Enrolleewill
not pay more than $35,
not subject to the
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Deductible for a30-day
supply of insulin to
comply with statelaw
regurements. Any cost
sharing pad will apply
toward thke annual
Deductible

The KFHPWAO Prefered dug listis a list d presciption drugs,supplies,and devces casdered to hawe acceptatbe
efficacy,sdety and costeffectiveness.The Preferred drug list ismaintained by a ommitee onsisting of agroup of
physicians, pharmadsts ard aconsuner represettative who revew thescientiic eviderce of hese pralucts ad determine
the Preferred and Non-Preferred status aswvell as utilization maragenentrequiremets. Preferred drug generally have
better scientific evidence for sakety and dfectivenessandaremore affordablethan Non-Prefered dugs.

Enrolees mayrequesa coverage déermination by contacing Member Servies Coverage deermination reviews may
include requests toover non-preferred drugs obtain Preauthorization for aspeeific drug, or exceptionsto other tilization
mangementecquirements, sud as gartity limits.

Prescription duugsare dugswhich hawe been approvedoy the Foodand Drug Admnistration (FDA) and which an, under
federal or gatelaw, bedispersad only pursuant to apresription order. Tlese drug, incuding df-labeluse of FDA-
appoved drugs (providedthatsuch wse isdoaumerted to beeffedive in ore of the standad referene compendia; a
majority of well-desgnedclinicaltrials publishedin peerreviewed medical literature document inproved éficacy or
sakty of the agentover sandard therapies, or overplacelo if no dandard therapesexist; or ty the fecerd secretaryof
Health and Humarservices)are cowred.” fandardreference compendia ‘meansthe American Hosptal Formulary
Senice - Drug Informationy the Ameican Mealical Association Drug Evaluation the United SatesPharmacopeia— Drug
Information, or other authottietive compendia sidentifi ed fromtime to time by thefederal secretary of Healh andHuman
Savices “ P ereviewed mettal literatue 'meansscientific studes printed in health cargjournals or otherpublicationsin
which origind marusaipts are pubthed only after bving beencritically reviewed br sgentific accuracy, validity and
reliability by unbiased indpendenexpers. Peetreviewedmedicalliterature doesnot indude in-house piblications d
pharmacaticd manufactring conparies.

Genericdrugs are dispengavheneveravailable. A genericdrugis adrug thatis the pharneaceutical equivalent to one or
more braml namedrugs.Sud geneic drugs havebeen approved ty the Foodand Diug Administraion as meting the
samestandardsof sdety, purily, strength and éécivenes as the brard name dug. Brand nane dugs aredispengd if
there isnot ageneric eqivalent.In theeventthe Enrolleeelectsto purchase a brandname drug instead of the generic
equivalet (if available), the Enrolleeis respondile for paying thedifferencin cost in addition to the presciiption drug
Cog Share, which does nd gpply to theOutof-pocket Limt.

Drug coverageis subjecto utilization managenent thatincludes steptherapy (when an Enrolleetries acettain medication
beforereceiving coveragefor a $milar, but non-Preferred medication), limits an drug quantity or days supply ad
prevention of overuilization, underutilization, therapeuticduplication, dug-drug interactions incorred drug dosage, dug-
allergy contrandications ard dinical abuse/misise ofdrugs Mainterance dugs are ued on a cotinuingbass for the
treatment of ctonic condtions If an Enrolleehas anew prescption for a chronic cmndiion, theEnrollee may request a
coordination of medications g that medicatonsfor chranic corditions are refilled on the same schedle (synchronized.
Cod-sharesfor theinitia fill of the med¢ationwill be adustedif the fill is lessthan the stadad quantity. Pleasecontad
Membe Servicesfor more informabn.

Specalty drugs arehigh-cost drugs prescribed by a physician thatrequres closesupervision ard monitoring for serious
andor complex conditions sud asrheumatoid athritis, hepattis or multiple scleosis. Specialty drugs mustbe obtained
throughKFHP WA O prderred spedalty pharmacyendor ard/or netwoik of specidty phamaciesand are coveredat the
appropiate cos shae atove. For alist of specialty drugsor more information aboutKFHP WA O’ s ialtg gha&ntacy
network, please gdo the KFHPWAO websiteat www.kp.org/maformulary or contad MemberServices at 206-630-4636
or toll-free at1-888-901-463%6.
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The Enrolleed Right to Safe and Effedive Pharmacy Services: State ad federd laws edablish standads toassue safe
and efecive phamacy srvices and b guaranteeEnrollees’ right to know what drugs ae coveredand the coverage
limitatons. Enrollees who would like more information aboutthe drugcoveragepolicies, or hae a quetion orconcern
about treir prarmacy benefit,may contactKFHPWAO at 206-630-4636 or toll-free 1-888-901-4636 or by accesing te
KFHPWAOQO websit at www.kp.arg/wa.

Enrolleeswho would like to know mare about thé rightsunderthe law,or think any ®rvices receved while errolled may
not corform to the termsof the EOC, may contad the Washington StateOffice d Insuran@ Commissionerattoll-free 1-
800-562-6900. Enrollees who havea concern abat the phamacistsor pharmaies seving themmay cdl the Wasington
StateDepatmentof Health dtoll-free 1-800-525-0127.

Prescription Drug Coverage and Medicare: This berefit, for puiposesof Creditable Coveragejs aduarialy equal o or
greater thn the Medicare P& D pre<ription drug kerefit. Enrollees who are dso eligible for Medicare ParD can renain
coveredand will not be subject to Medicareimposedate emollment penatiesshould they decideto enroll in a Medicae
Pat D planat a lateidat; however, theEnrolleecould beswbjectto paymen of highe Pat D premiumsif the Enrollee
subgqgently hasabreakin creditable ©verage of 63 mntinuous daysor longe before erdling in aPat D plan. An
Enrolleewho discontinues @verag mustmeet eligbility requiremeatsin order tore-enrol.

Exclusions: Over-the-courter drugs,suppliesand devices not requiring aprescrption uncer state w or regulations
including mast presription vitamins, exep as recommenddaly the U.S.Preventive Service Task Force (USFSTF),
drugs and injectios for antidpated Ilnes while traveling; drugs and injections for cosnetic purposesyefdacenert of lost,
stden, or danageddrugsor devices administration of excluded drugs anthjectables drugs usedin the treatment of
sexua dysfunctian disorders compoundswhich indude anonFDA approved drug; growth hornones for idiopathic short
staure withoutgrowth hormone defiercy; presription drugsproduds available over-the-counteror have a over-the-
counteraternative that isleerminedto betherapeutally interchangeeble

Emergercy Services Prefered In-Network | In-Network Out-of-Network
Emegeny Sewices.See Seton XllI. for a After Dedudble, Enrolleepays $100 After In-Network
definition of Emergercy. Copaymentard 10% Plan Coinsurance Dedudible, Enrollee
pays $100Copaymernt
Emergercy services includ professond and 10% Plan
savices, tratment and sugdges, facility Coinsurance

costs,outpaient chaigesfor patient
observation, medical screening eams
requiredto stabilize a patieat and post
stabilization teatment

If an Enrolleeis admited asan inpatientor
to Advanced Carat Homedirectly from an
emegency departmentany Emergency
savicesCopaymentis waived. Coverage is
subject to the losptal services CostShare.
Enrollees must ndify KFHPWAO by way of
theHogital notification line within 24 hours
of any adnssion,or assom thereafter as
medically possble.

Under theSPNoption, follow-up care wlich
is adirect resultof the Emergencymust be
recaved from an In-Network Prowder,
unlessPreaithorizaton is received.

Under he Out-of-Netwark option, follow-up
carewhich is adired restut of the
Emergeng is covered subjedb the Out-of-
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Network CostShares.

Gender Health Sevices

Preferred In-Network

In-Network

Out-of-Network

Medically Necesary medcal and surgical
sewices for gender affirmation Consttation
and treatment requitereauthorization

Pregription drugs are covered he simeas
for any other codition (see Drugs—
Outpatient Presciption for coverage).

Courselng services arecovered the same as
for ary other condition (seeMental Hedth
and Welhessfor coverage).

Gender Healthsewices reuire
Preauhorizaion.

Hospital - Inpatient:
After Deductible,
Enrolleepays 10% Plan
Coinsurance

Hospital - Outpatient:
After Deductibie,
Enrolleepays10% Plan
Coinsurance

Outpatient Services
Office visits:Enrollee
pays $20Copayment
for primary care
provider visits or $40
Copayment for
specialtycare proviler
visits

Through agd.7:
Enrollee paysiothing
for primary care
providerservices @
$40Copayment for
specialty cee provider
services

Annual Deductible and
Plan Coirsurance do
not apply tooffice
visits including surgry
but does apply to
diagnostic
laboratory/radiology
services and visits at
outpatient hospél and
ambuldory aurgical
centers

All other services:
After Deductible,

Enrollee pays 10% Plal
Coinsurance

Hospital - Inpatient:
After Deductible,
Enrolleepays 30%
Plan Coinsurance

Hospital -
Outpatient:

After Deductible,
Enrolleepays 30%
Plan Coirsurance

Outpatient Sewices
Office visits:
Enrolleepays %0
Copayment for
primary care provider
visits or$80
Copayment for
specialty care
provider visits

Through age 17:
Enrollee paysothing
for primary care
provider services or
$80 Copayment for
specialty care
provider frvices

Annual Deductible
and Plan Ginsurance
do not apply to office
visits including
surgery but does
amly to diagnostic
laboratory/radiology
services andisits at
outpatient hospital
and ambulatory
surgical enters

All other services:
After Deducible,
Enrolee pays 30%
Plan Coinsurace

Hospital - Inpatient:
After Deductible,
Enrdlee pays50%Plan
Cainsumarce

Hogpital - Outpatient:
After Deductible,
Enrolleepays 50% Plan
Coinsurance

Outpatient Services:
After Deductible,
Enrolleepays50% Plan
Coinarrance

Exclusions: Cosmetc savicesand sugery not related tgender affiming reament(i.e., face lift or calf implants)

complicaions of non-Covered Sevices
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Heari ng Examinations ard Hearin g Aids

Preferred In-Network

In-Network

Out-of-Networ k

Heaing examsfor heaing lossand
evaluationare covered.

Cochlea implantsor BoneAnchored

Heaing System(BAHS) when in acordance
with KFHPWAO clinical criteria.
Preautlorization is required.

Covered services forinitial cochkea implants
and BAHS include diagnostic testing, pre-
implart testng, implant surgery, post
implantfollow-up, speeciherayy,
programming andis®ciated suplies (such
astransmitter calde, and batteries).

Replacementlevicesand associaté sipplies
— SeeDevices, Equipment and Suppis
section

Hospital - Inpatient:
After Deductible,
Enrolleepays 106 Plan
Coinsurance

Hospital - Outpatient:
After Deductibk,
Enrolleepays 10% Pla
Coinsurance

Outpatient Services:
Office visits:Enrollee
pays $20 Copaynent
for primary care
providervisits or $40
Copayment for
specialty care provider
visits

Through age 17:
Enrollee pag nothing
for primary care
provider services or
$40Copaymenfor
specialy care proider
services

Annual Deductible and
Plan Goinsurane do
not goply to office
visits including surger
but does apply to
diagnostic
laboratory/radiology
senices and visg at
outpatient hospital and
ambulatory surgical
certers

All other serices:
After Deductible,
Enrollee pays 10% Plal
Coinsurarce

Hospital - I npatient:
After Deductble,
Enrolleepays30%
Plan @insurane

Hospital -
Outpatient:

After Deductible,
Enrolee pays 30%
Plan Coinsurance

Outpatient Services:
Office visits:
Enrolleepays$40
Copaymenfor
primary care provider
visits or $80
Copayment for
specialty care
provider visits

Through age 17:
Enrollee paysothing
for primaty care
provider services or
$80Copayment for
specialty care
provider services

Annual Deductible
and PlarCoinsurance
do not appt to office
visitsincluding
surgery hut does
apply to diagnostic
laboratory/radblogy
services and visits at
outpatient hospital
andambulatory
surgical centers

All other services:
After Deductible,
Enrollee pays 30%
Plan Coinsuaince

Hospital - Inpatient:
After Deductible,
Enrolleepays 50%
Plan Coinsurance

Hospital -
Outpatient: After
Deductibk, Enrollee
pays50%Plan
Coinsurance

Outpatient Setrvices:
After Deductible
Enrolleepays 50%
Plan Ginsuance

Hearingaids induding fitting, follow-up
care moldsand repairs

Enrolee mys nohing, limited to one aidper ear
during any onsecitive 60-month period

After Allowance:Not covered;Enrolleepays

100 of all charges

Enrdlee pays nothirg,
limited toone ad per
earduring any
consecutive 60-month
period(Allowance
sharedwith Prefered
In-Netwok)

CA-422223

33




After Allowance:Not
covered;Enrdlee pays
100% of all charges

Exclusions: Programs or teatnerts for heaing loss or heaing careincluding, butnot limited D, externdly worn hearing
or sumicdly implarted hearhg aids andhe surgeryand servies necessay to implant themexceptasdesciibed above
hearing sreaing tests equredunder Peventive Senices

Home Health Care

Preferred In-Network | In-Network

Out-of-Network

Home health arewhen the following criteria
are netlimited to 130 visitsper calendar
year.

1 Except for patietsreceiving palliative
cae grvices, heEnrolee mustbe
unabk to leavehome dueto a health
problem or illness. Unwillingnessto
travel and/or arrange for tragportation
does not cansttuteinability to leave the
home.

1 TheEnrolleerequires intermitert
skilled home health cargas desribed
below.

1 KFHPWAO medicaldirector
determinesthatsuch serviceare
Medicdly Necessary ard are mat
appropliatdy renderedn theEnrolle€ s
home.

Covered Sevicesfor hane health caremay
include the bllowing when encered
pursuantto a lome healh care planof
treatrrent nursirg care; restorative physical,
occupatbnal, respratory and speedt therapy;
durablemedcal equpment; medicd sccial
worker and limited home heéth aide
services.

Home healthservices ee covered an an
intermittentbeasis in the Enrole€ bome.

“ Itenmittent” means care thatis to be
renderetecawse ofa medcally predctable
recurring needfor skilled home heath care.
“ Slked homehealth c a rmesghsreasonable
and necessaryare for he treatmentof an
illness orinjury which requres he skil of a
nurse or therapist, bael on the complexy
of the ®rvice and the ondition of the paient
and vhichis performed directly by an
apprariately licensed professimal provider.

Under theOut-of-Network option, home
heath caremug be pescrbed bya provider

After Deductible Enrolleepays 10% Pla
Coinsurace

After Deductibe,
Enrolleepays50% Plan
Coinsurance
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and provided by aStatelicensed homéeath
agency.

Exclusions: Private Duty Nursing housekeepig or meal services; any care providedoy or for afamily member, any other

services enderal in the homewhich do ot meet the definition of skilled home health cae abowe

Hospice

Preferred In-Network

In-Network

Out-of-Network

Hoice carewhen proided byalicensed
hospicecare programA hospte cae
programis a coadinated progranef home
ard inpaient cae, availabe 24hours aday.
This program usesan interdisciplinary team
of persanel to provide canfort and
supporive sericesto an Enrolleeand any
family membersvho are caring forthe
Enrollee who is expgeriencingalife-
threatenig disea® with alimited prognosis
Theseseavicesinclude aaute, respie and
home @re to meet the phydcal, psychosocial
and gecial needof the Enrolleeand their
family during the final stagesof illness. In
order b qudify for hospie care, the
Enrolleé providermustcertify thet the
Enrolleeis terminally ill andiseligible for
hospce services.

Inpatient Hospice Serices.Respitecare is
coveerd to provide mntinuouscare of the
Enrolleeand allow tenporaryrelief to family
membersfrom the dutiesf caring for the
Enrolleefor amaximum o 5 conecutve
days per3-mont period of hospice cae.

Other covered hospice serices when

billed by a licensed hospice gogram, may

include the following:

1 Inpatient andoutpdient senicesand
supplies for inury ard ill ness

1 Semi-privateroom and bcard, exaept
when aprivate roomis determined to be
necessary.

1 Durable medical equiment when billed
by a licersed hospice cae program

After Deductible Enrolleepays 10% Plan

Coingurance

After Deductible,
Enrollee pays50% Plan
Coinsurance

Exclusions: Private Duty Nursing; finarcial or legal counselirg vices;meal sewvices; any svices povided byfamily

members

Hospital - Inpatient and Outpatient

Preferred In-Networ k

In-Network

Out-of-Network

Thefollowing inpatient medical and suigal
services arecovered:
1 Roomand boad, including private rcom

Hospital - Inpatient:
After Deductible,
Enrollee pays 10% Plan

Hospital - I npatient:
After Deductible,
Enrollee pays30%

Hospital - Inp atient:
After Deductible,
Enrolleepays 50%
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when prescribé, and geneal nursing
services.

1 Hosptal sevices(includinguseof
operating roomanesthem, oxygen,x-
ray, laboratory andradiothelapy
services).

1 Drugsand medications admistered
during confinement.

1 Medcal implans.

1 Withdrawal managerant services

Outpatiert hospitd indudesambulatory
surgicalcerters.

Enrollees mustnotify KFHPWAO by way of
theHospital natifi cationline within 24 haurs
of any admission, roassoon theeater as
medicaly possibe.

Alternative care arangements ray be
coveredas acosteffective dternative inlieu
of otherwi® coveredMedicdly Necessary
hosptalization or other Medically Necessary
ingitutional care with the consent ohe
Enrolleeandrecommendation from the
attending physicianor licensed heth care
provider. Alternative cae arangements in
lieu of coveredhosptal orother insttutiond
care must bedeeminedto be appopriate
and Medically Necessaly based upon the
Enrolleés Medicd Condition. Sud careis
coveredto the sameextent the replaced
Hogspital Care iscoveral.

Coinsurance

Hospital - Outpatient:
After Deductible,
Enrolles pays 10% Plan
Coinsurance

Plan Consurance

Hospital -
Outpatient:

After Deductible,
Enrolleepays 30%
Plan Coinsrance

Plan Ginsurance

Hospital -
Outpatient: After
Deductble, Enrollee
pays 50%Plan
Coinsurance

Exclusions: Take home drugs, dressigs andsupplies following hosptialization; intemally implanted insulin pmps,
artificial laryrx and anyother implantable devicethathave not bea approved byKFHPWAQ's malicd director

Infertility (including sterility)

Preferr ed I n-Network

In-Network

Out-of-Network

Generalcounselingandone consutation
visit to diagnose irtility condtions.

Office visits: Enrollee
pays $20 Copanent
for primary care
provider visits 01$40
Copaymat for
specialtycare provider
visits

Through age 17:
Enrollee paysiothing
for primary care
provider services or
$40Copayment for
specialty care provider
services

Office visits:Enrollee
pays $40 Copayment
for primary cae
provider visis or $80
Copayment for
specialty care provider
visits

Through ge 17:
Enrollee paysothing
for primary are
provider services or
$80Copayment for
specidty care provider
savices

After Deductble,
Enrolleepays50%
Plan Coinsurane
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Annual Deductible and
Plan Coinsunace do
not apply to office
visits includirg surgery
but does apply to
diagnostic
laboratory/radology
services and visits at
outpatiert hospital and
ambulatory surgical
centers

All other services:
After Deductible,
Enrolleepays 10% Plan
Coinaurance

Annual Deductle
and Plan Coinsurance
do na apply tooffice
visits induding
surgerybut does aply
to diagnostic
laboratory/radiology
services and visits at
outpatient hospitend
ambulatory surgical
centers

All other sevices:
After Deductible,
Enrollee pays 30%
Plan Coinsurance

Specific diagnostic services,treatment ard
prescription drugs.

Not covered;Enrollee
pays 100% of all
charges

Not covered;Enrollee
pays 100%of dl
chages

Not coverd;
Enrollee pays100%
of all chaiges

Exclusions: Diagnosic testng and medicd treatmert of steility andinfertility regardles®f origin or causgall charges
and related services for doror materials; all forms of atificial intervertion for any reasorincludingartificial insenination
andin-vitro fertilization; prognodgic (predctive) genetic testing for the detection of congeital andheritable déorders;

surrogacy

Inf usion Therapy

Preferred In-Network

In-Network

Out-of-Network

Administration ofMedicdly Necessary
infusiontherapy in an outpgent settng.

Preauthorizton is reaired.

Office visits: Enrollee
pays $20 Copanent
for primary care
provider visits or $40
Copaynent for
specialty care provider
visits

Throughage 17:
Enrollee paysiothing
for primary care
provider services or
$40Copayment fo
specialty car@rovider
services

Annual Deductible and
Plan Coinsurance do
not apply to ofice

visits including surgery
but does apply to
diagnostic
laboratory/radioloyg
services and visits at
outpatent hospital and
ambulatory surgical

Office visits Enrollee
pays $40 Copayment
for primary are
provider visits or $80
Copayment for
specialy care provider
visits

Through age 17:
Enrollee paysiothing
for primaty care
provider services or
$80 Copaymenfor
specialy care provider
services

Annual Deduetible

and Plan Coinsurance
do not apply toffice
visits including
surgery but does appl
to diagnostic
laboratory/radicdgy
services and visits at
outpatient hosal and
ambulatory surgical

After Deductible,
Enrollee pays50%
Plan Coinsirance
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ceners

All other services:
After Deductible
Enrollee @ys 10% Plan
Coinsurance

centers

All other servies:
After Deductible,
Enrollee pays 3%
Plan Coinsurance

Administration ofMedically Necessar
infusion therapy n thehome setting

To receive Network benéts forthe
admnistration ofselect infuson medications
in the homesetting, be dugs must be
obtdanedthrogh KFHPWAO s preferred
specialty pharmacgindadmiristered ly a
providerwe identify. For alist of thes
specialty drugs ordr moreinformation
aboutKFHPWAOQO ' s specialty phamacy
netwok, please go to thkFHPWAO
webste atwww.kp.org/wa/formularyor
contad MemberServices

No chage,Enrollee
paysnothing

No chage, Enrollee
pays nothing

Not cowered
Enrdlee pays 100%
of all charges

Assaiated infusal medi@tionsincludes, but
is notlimited to:

1 Antibiotics.

1 Hydration.

1 Chanotherapy.

1 P&an managenent.

To receive benéts for theadministrationof
selectinfusion medicatims in the home
setting,the drys must be obtained through
KFHPWAQO' s peadspeaalty pharmacy
and adminitered ly a provider we ideify.
For alist of these specialty drugs for more
information about KFHRVAQO' specklty
phamacynetwok, please gdo the
KFHPWAOQO websiteat
www.kp.org/wa/formulanor contact
Member ®rvices.

After Deductible,
Enrdlee pays 10% Plan
Coinsurance

After Deductible,
Enrollee pays 30%
Plan Coinsurane

Home séting: Not
covered Enrollee
pays100%of dl
charges

Outpatient setting:
After Deductible,
Enrolleepays 50%
Plan Coinsuance

Laboratory and Radiology

Preferred In-Network

In-Network

Out-of-Network

Nudearmedicine,radiology, ultrasound and
labaatary services, includng high end
radiology imaging servicessut as A\T
scan, MRI and PH which are subjectto
Preauthorizaton except whenassociated
with Emeigency sevices orinpaient
savices. PleasecontactMember Serveesfor
any quesions regardng these senices.

Sevicesreceivedas fart of anemergercy

Diagnastic laboratay:
After Deductibk,
Enrolleepays 10% Pla
Coinsurance

Diagnostic adiology.
After Deductible,
Enrolleepays 10% Plan
Coinsurance

Diagnostic laboradry:

After Deductible,
Enrolleepays 30%
Plan @insurane

Diagnogic radiology.
After Dedctible,
Enrolleepays 30%
Plan Coinsuance

After Deductibk,
Enrolleepays50%
Plan Cohsurance
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visit arecovered asEmergey Senices.

Prewentive laboratoryandradiology rvices
arecoveredin accodance withthewell care
schedule egablishedby KFHPWAO and the
Patient Rotection and Affordable Care Act
of 2010 The wdl care scledde is awilable
in Kaise Permanentenedical cengrs, at

www.kp.omy/wa, orupon reuest from
Memker Senices

High end radiolagy:
After Deductible
Enrolleepays 10% Plan
Coinsuance

Urine Drug
Screening No charg,
Enrolleepays mothing.
Limited to 2 tests pr
calendaryear. Benefits
are applied inthe orde
claims are eceivedand
processed After
allowance After
Deductible Enrollee

High end radiology:
After Dedudible,

Enrolleepays 30%
Plan Coinsurance

Urine Drug
Screening No charge,
Enrolleepays nothing
Limited to2 tests per
calendaryear. Benefts
are appied in the
order daims are
received ard
processedAfter

pays10% Plan allowarce After
Coinsurance Deductible Enrollee
pays30% Plan
Coinsurance
Manipulative Therapy Preferred In-Network | In-Network Out-of-Network

Manipulative therapy d the spne and
extremitieswhenin accordance wih
KFHPWAQO clinical criteria, limited to a
combiredtotal of 20 visits per calendar year
without Preaulorization. Additional visits
arecoveedwith Prautholization.

Rehabiltation servicesauch asmassge or
physical thergy, provided with
manipulatios is covered nder the Massage
Therapy oiRehabilitation andHabilitative
Care pccupatioml, physical and sgech
therapy,pulmonary and cadiac
rehabilitation) andNeuralevelopmental
Therapysections.

Office visits: Enrollee
pays $20 Copayment
for primarycare
provider visits or $40
Copayment for
specialty care provider
visits

Through age 17
Enrollee paysiothing
for primary cae
provider services or
$40 Copayment for
specialty care provide
services

Annual Deductble and
Plan Coinsurance do
not applyto office
visits including surgery|
but does apply to
diagnostic
laboratory/radiology
senices and visits at
outpatient hospitand
ambulatory surgical
centes

All other services:
After Deductble,
Enrollee pays 10%

Office visits: Enrolee
pays $40 Copayment
for primary care
provider visits or $80
Copayment for
specialty are provider
visits

Through age 17:
Enrollee paysothing
for primarycare
provider services or
$80Caopayment br
speialty careprovider
services

Annual Deductibleand
Plan Coinsurance do
not apply to offie
visits including surgery
but does apply to
diagnostic
laboratory/radiology
servicesand visits at
outpatient hospal and
ambulatory surgical
centes

All otherservices:
After Deductible,
Enrollee pays 30%

After Deductilde,
Enrolleepays 50%
Plan Coinsurance
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Plan Coinsurance

PlanCoinsurance

Exclusions: Suppotive care enceredprimarily to mantain thelevel of correction already achieved; care rendezd
primarily for theconvenienceof the Enrolleg carerencered on a non-acue, agymptomaitc bass; chagesfor any other
services thado not mest KFHPWAQ clinical criteria & Medicdly Necessary

Massage Therapy

Preferred In-Network

In-Network

Out-of-Network

Visits with licensed masage terapsts to
restore function immediatefollowing
illness injury or surgerylimitedto a
combined total oR0 visits per calendarear
without Preauthorizatian

Outpatientservices reque aprescriptonor
orde from a physicianthat reflects a written
plan of care to restore function

Office visits: Enrollee
pays$40 Copayment
for specialty care
provider visits

Through age 17
Enrollee pay$40
Copaymenfor
specialty care provider
services

Annual Deductible and
Plan Cohsurancedo
notappl to office
visits including surgery|
but doesapply to
diagnostic
laboratory/radiology
senices and visits at
outpatient hospital and
ambulatoy surgical
centers

All othe services:
After Deductible,
Enrollee pays 10%
Plan Coinsurance

Office visits: Enrollee
pays$80 Copayment
for specialty are
provider visits

Through age 17:
Enrollee @ys$80
Copayment for
specialty care provider|
services

Annual Dedutible and
Plan Coinsurance do
not apply to offce
visits including surgery
but does applyto
diagnogic
laboratory/radiology
services and visitat
outpatient hospital and
ambulatory surigal
centers

All other services:
After Deductible,
Enrollee pays 3%
Plan Coirsurarce

After Deductibe,
Enrolleepays 50%
Plan Coinsurance

Exclusions: Recreational; life-enhaning, relaxaion o sewices designeto relieve or sothe symptors ofadiseae or
disorder without effecting cure (palliative thepy), massage¢herapistsprevertive servicesany servies rot within the

scope ofthepractitio n slicénsure

Maternity and Preghancy

Preferred In-Network

I n-Network

Out-of-Network

Maternity care and pregharcy sevices,
including carefor complcations o
pregnang, in utero treatmert for the fetus
prenatal £4ding for the detection of
congenital andheritable disarderswhen
Medically Necesary ard prenatal and
postpatum careare coveredfor all femde
Enrollessincluding dependcent daghters
Prevertive srvicesrelatedto precmnception,
preretal ard postparuum careare coweredas
Prevetive Sevicesinduding breasteeding
support, supplies and counsehig for each

Hospital - Inpatient:
After Deductible,
Enrollee @mys 10% Plan
Coinsurance

Hospital - Outpatient:
After Dedutible,
Enrollee pays 10% Plal
Coinsurace

Outpatient Services
Office visits: Enrollee

Hospital - Inpatient:
After Deductible,
Enrollee pay 30%
Plan Coinsurance

Hospital -
Outpatient:

After Deductible,
Enrollee pay80%
Plan Coinsurance

Outpatient Services

Hosgptal - Inpatient:
After Deductibe,
Enrolleepays 50%
Plan Coinsurace

Hospital -
Outpatient: After
Deductibk, Enrollee
pays50%Plan
Coinsurance

Outpatient Services:
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birth when Medcally Necesay as
determinedby KFHPWAO' medical
direcor and in &cordancewith Board of
Health standards for seeeningand
diagnodtic tests dung pregnancy

Delivery and asscciated Hosptal Care
includinghome lirths and krthing centers
Home birhsare consdered outpatient
savices.

Donorbreastmilk will be coveredduring the
inpatiert hospitd stay when Medially
Necessaryprovided through a milk bank dn
orderedby alicensed Provider or board
certified lactation cosultant.

Enrollees mud notify KFHPWAO by way of
the Hospitl notification line within 24 hous
of any adnission, or & soon thereaféer as
medcally possible. TheEnrolleeé provider,
in conaultation with the Enrolleg will
deternine the Enrolleé kength of inpaient
stay bllowing delivery.

pays $20 Copayent
for primary care
provider visits or 80
Copayment for
specialty care provider
visits

Through agd7:
Enrollee paysothing
for primary care
provider sevices or
$40 Copayment for
specidty care provider
savices

Annual Deductible and
Plan Coinsurare do
not apply to office
visits includingsurgery
but does apply to
diagnostic
labaratory'radiology
savices andvisits at
outpatient hospital and
ambuatory surgical
centers

All other sevices:

After Deductble,
Enrollee pays 10% Plal
Coinsurance

Office visits: Enrdlee
pays $40 Copaynent
for primary care
provider visits or $80
Copayment for
specialty care provide
visits

Through age 17:
Enrollee paysiothing
for primary care
provider servces or
$80Copayment for
specialty cag provuder
services

Annual Deductible
and Pén Coinsurane
do not apply to office
visits including
sumgery but does apply|
to diagnostic
laboratay/radiology
services and visits at
outpatient bspital and
ambulatory sirgical
centes

All other services:
After Deductible,
Enrollee pays 30%
Plan Coinsirane

After Deductible,
Enrolleepays50%
PlanCoinsurane

Termination of pregrancy.

Hospital - Inpatient:
After Deductible,
Enrollee pag 10% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Enrollee pays 10% Plal
Coinsurance

Outpatient Services
Office visits: Enrollee
pays $20Copayment
for primary care
provider vists a $40
Copayment for
specialty care provider
visits

Through age 17:
Enrollee paysiothing

for primary care

Hospital - Inpatient:
After Deductible
Enrollee pys 30%
Plan Coinsurance

Hospital -
Outpatient:

After Deductible,
Enrollee pays 30%
Plan Goinsurance

Outpatient Services:
Office visits: Enrolle
pays $40Copayment
for primary care
provider vbits a $80
Copayment for
specialty cag provider
visits

Through age 17:

Enrollee paysothing

Hospital - In patient:
After Dedudible,
Enrdlee pays50%
Plan Coinsurance

Hospital -
Outpatient: After
Deductibk, Enrollee
pays50%Plan
Coinsunce

Outpatient Setvices:
After Deductible,
Enrolleepays 50%
Plan Coinsuance
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provider services or
$40 Copaymentdr
specialtycare provier
services

Annual Deductible and
Plan Consurance do
not apply to office
visits including surgery
but does apply to
diagnostic
laboratory/ediology
services and visits at
outpatienthosytal and
ambulatory surgical
centers

All other services:

After Deductible,
Enrollee pays 10% Plar
Coingurance

for primary care
provider services or
$80Copaymenfor
specialty care provide
services

AnnualDeductible
and Plan Coirsurance
do nd apply to office
visitsincluding
surgery but does apply
to diagnostic
labaatory/radiology
services and visits at
outpatient hepital and
ambulatory surgical
centers

All other services:
After Deductible,

Enrollee pgs 30%
Plan insurance

Exclusions: Birthing tubs geretic teging of non-Enrollees; fetal ultrasaind in theabsence ofmedicd indications

Mental Health and Wellness

Preferred In-Network

I n-Network

Out-of-Network

Mental health and wellnesssewricesprovided
at the mog clinically appropriate and
Medicdly Neeessry level of mentalhealh
caeintewvenion as cetermned by
KFHPWAQ' medical diredor. Treament
may utlize psychiatric, psybologica and/or
psychotherapy sevices b achieve these
objedives.

Mental health andwellnessservices
including medical management ad
presciptions are coveral the sane as forany
other cordition.

Appliedbehaviora analysis (AB\) therapy,
limited to outpetient treatnent of anautign
spedrum disorderor, has adevelopmental
disalility for whichthereis evidene that
ABA therapy iseffective, as dagrosed and
pre<ribed by a newlogist, pediatric
neurologist, developmentabpediatician,
psychologisor psychiatrist experiencedin
the diagnosis ard treatmrert of autism.
Documentddiagrosic assesment,
individualizedtreatmen plansand progess
evaluations ae rejuired.ABA therapy
sewices require Preautorization.

Hospital - In patient:
After Deductible,
Enrollee pays 10%lan
Coinsurance

Hospital - Outpatient:
After Dedctible,
Enrollee pays 10% Plal
Coinsuance

Outpatient Services
Office visits: Enrollee
pays $20Copayment
for primary care
provider vBits

Through agel7:
Enrollee paysiothing
for primary care
provider services

Annual Deductible and
Plan Coinsurane do
not apply to office
visits including surgery
but does pply to
diagrostic

Hospital - Inpatient:
After Deductible,
Enrollee pay$80%
Plan Coinsurance

Hospital -
Outpatient:

After Dedctible,
Enrollee pays 30%
Plan Coinsurance

Outpatient Services
Office vidts: Enrollee
pays $40 Gpayment
for primary care
provider vBits

Throudh age 17:
Enrollee paysiothing
for primary care
provider services

Annual Deductible
and PlanCoinsurane
do not apply to office
visits including

surgey but does apply

Hospital - Inpatient:
After Deductible,
Enrolee pays50%
Plan Ginsurance

Hospital -
Outpatient: After
Deductible, Enrollee
pays 50% Plan
Coinsurance

Outpatient Services:
After Deductible,
Enrollee pays50%
Plan Coinsuiance
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Services fo ary involuntary ourt-ordered
treatmet program shell be overed aly if
determined to be Medicaly Necesary by
KFHPWAOQ' s medical drector. Services
provided undeinvauntary commitment
statute are coveed.

If aEnrolleeis admitted asan inpatient
direcly from an emegencydepartment, ary
Emergercy servicesCopaymert is waived.
Coverageis subject to thehosptal sewvices
Cost Share. Enrollees mustnotify
KFHPWAO by way of the Hospital
notification line within 24 hoursof any
admisgon, or as soon theafer as mediddy
possble.

Mental heath and wellness sevices rendered
to treat mentaldisorders arecovered Mental
Disorders means mental disorders mvered n
the mostrecent dition of the Diagnastic and
Statisticd Marual of Mental Disordes
publishedby the Amelican Psyhiatric
Assocation, excepias otherwise excluded
under ®ctions M. or V. Mentd Health and
WellnessSevicesmears Medically
Necessarnpoutpaient services,Residential
Treatmat, partial hospitalization program,
and inpatient serviesprovidedby a licensed
fadility or licensed poviders, including
advanced pactice pychiatric nurses, mental
health and wellnesscounsdors, matriage and
family thergists ard socidworkers, except
as otlerwiseexcluded urder Sedbns M. or
V.

Inpatient mentalhealth and wellness
savices, Resiegntial Treatmentand partal
hospitalization programs must beprovided at
ahospital or fadlity tha KFHPWAOQO has
approved specifically for the reatment of
mentd disorcers Preauhorizaton is
required.

Outpatient sgcialty services, inluding
rTMS, ECT, andesketamineequire
Preautlorization. Rotine oupatient theapy
and psyhiatry servtes with cotracted
network providers do not require
Preaithorization.

laboratory/radiolog
senices and visits at
outpatient hogital and
ambulatoy surgical
centers

All other services:
After Deductible,
Enrollee pays 10% Plai
Coinsuance

Group Visits:
No charge;Enrollee
pays nothing

to diagnostic
laboratoryradiology
services and visits at
outpatient hogital and
amhulatory sugical
centers

All other services:
After Deductible,
Enrollee pag 30%
PlanCoinsuance

Group Visits:
No charge;Enrollee
pays nothing
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Exclusions Academt or @reercounseing; personabrowth or relgionshp enhacement; assessirt ard treatment
senvices that areprimarily vocational and academic; court-orderedor forensic treatment,including repats and sunmaries,
not considere Medically Necesary; wok or shool ordered assessmenid treatment nbconsderedMedically
Necesaty; counseling forovereating not mnsidered Melically Necessry; specialty treatment progjams suichas”  thavior
madification prograns’ not considered Melically Necessary relationshipcoungling or phase of lié probems ¢ code
only diagnoses); custodid care ; expermentl or investigational therapies, suchaswildemess tlerapy

Naturopathy

Preferr ed In-Networ k

In-Network

Out-of-Network

Naturopatty, induding relatediaboraory
and radology srvices.

Office visits: Enrollee
pays $20 Copgment
for primary care
provider visis

Throughage T:
Enrollee paysiothing
for primary cae
providersavices

Annual Deductible and
Plan Coinsurace do
not apply to office
visits induding surgey
but doesapply to
diagnostic
laboratory/radiolgy
sewvices and visits at
outpatient hepitaland
ambulabry surgical
centers

All other services:
After Deductible,
Enrollee pays 10% Plal
Coinaurance

Office visits: Enrollee
pays $40 Copaymen
for primarycare
provider visits

Through age 7.
Enrdlee paysiothing
for primary cae
provider services

Annual Deductible and
Plan Coinsurancdo
not applyto office
visits includng surgery
but does applyo
diagnostic
laboratory/radiology
sewvices and visits &
outpatient hospitednd
ambulatory surgical
centers

All other services: After
Deductble, Enrolee
pays 30% Plan
Coinsurance

After Daductible,
Enrollee pays50%
Plan Coirsurance

Exclusions: Herbal supplements; nutritional supplenerts; any servicesnot within the sope of the p

ractitione ’licensure

Newborn Services

Preferred In-
Networ k

In-Network

Out-of-Network

Newbomn sevices ae covera thesame as
for any othercondition. Any Cost Sharefor
newbom services isseparatefrom that of the
mother.

Prevenive services for newborns arecovered
underPreventive Services.

When an Enrollee gives birth, thewborn is
entitled to thébenefits setorth in thre EOC
from birth through 3 weeks of agAfter 3
weeks of age, no benefits are asialié unless

Hospital - Inpatient:
After Deductible,
Enrollee payd 0% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Enrollee pays 10% Plal
Coinsurane

Outpatient Services
Office visits: Erollee

Hospital - Inpatient:
After Deductible,
Enrollee pays 30% Plat
Coinaurance

Hospital - Outpatient:
After Deductible,
Enrollee pay80% Plan
Coinsurace

Outpatient Services
Office vidts: Enrolee

Hospital -
Inpatient: After
Dedudible, Enrollee
pays 50%Plan
Coinsuarce

Hospital -
Outpatient: After
Deductible, Enrollee
pays50%Plan
Coinaurance
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the newborn child qualifies as a Dependen
and is enrolledSeeSecton VI. for
enrollment information.

pays $20 Cpayment
for primary care
provider visits or $40
Copayment for
spedalty care provider
visits

Through age 17
Enrollee paysothing
for primary care
provider services or
$40 Copayment for
specialy care provider
services

Annual Deductile and
Plan Coinswance do
not apply to ofiice
visits including surgery
but doesapgy to
diagnostic
laboratory/ratblogy
senices and visits at
outpatient fospital and
ambulatory surgical
centers

All other servces:
After Deductible,
Enrollee pays 10%lan
Coinsuance

pays $40 Copayment
for primary care
provider vists or $&®
Copaymentdr
specialy care provider
visits

Through age 17
Enrollee paysothing
for primary care
provider services or $8(
Copayment ér

specidty care provider
services

Annual Deductibleand
Plan Coinsurance do
not apply to offie
visits including surgery
but does apply @
diagnostic
laboratory/radiology
senicesand visits at
outpatient hospal and
ambulatory surgical
centes

All other sevices: After
Deductible, Enrollee
pays 30% Plan
Coinsurance

Outpatient
Services. After
Deducible, Enrolee
pays50% Plan
Coinsuane

Nutritional Counselng

Preferred In-Network

In-Network

Out-of-Network

Nutritional cownsding.

Savicesrelated toa heathy dietto prevent
obesity ae cowered as Presntive Senices.
See Preventivee®vices br additioral
information.

Office visits: Enrollee
pays$20 Copayment
for primary care
provider viits or $40
Copaymaet for
specidty care povider
visits

Through age 17:
Enrollee pas nothing
for primary care
provider servces or
$40 Copayment dr
specidty care povider
services

Annual Deductible and
PlanCoinsurance do
not apply to office

Office visits: Enrollee
pays $40 Copayent
for primary cae
provider \sits or $&
Copayment for
specialty care provide
visits

Through age 17:
Enrolleepaysnothing
for primary care
provider sevices or $8
Copayment for
specialty care provider
servces

Annual Deductible and
Plan Coinsurace do
not apply tooffice

After Deductible,
Enrolee pays50%
PlanCoinaurance
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visitsincluding surgery
but does applyo
diagnosic
laboratory/radiology
services andisits at
outpatient hospital and
ambulatory sirgical
centers

All other sevices:

After Deductible,
Enrollee pays 10% Plal
Coinsurace

visitsincludingsurgery
but does apply to
diagnostic
labortory/radiology
services andigits at
outpatient hospital and
ambulatorysurgical
centers

All other services: After
Deductible Enrollee
pays 30% Plan
Coinsurance

Exclusions: Nutritiond supplenents weight contrd self-hdp progams omemberdips such asWeight Watche's, Enny

Craig, or othesuc programs

Nutritio nal Therapy

Prefared In-Network

In-Network

Out-of-Network

Medical formula necessary for thetreatnent
of phenylketonuria (FKU), speeifiedinborn
errorsof metabolsm, or other metabdic
disorders

No chage; Enrollee
paysnothing

No chage; Enrollee
paysnothing

After Deductible,
Enrolleepays50%
Plan Coinsurance

Enteal therapy is covered when Medical
Necessity dteriaaremet andwhen given
through a PEG, tuibe, or o&lly, or for an
eosnophilic gadrointestinal disorder.

Necessary guipment ard suppliesfor the
adminstration of enteral theapy arecovered
asDevices Equipment and Supplies

After Deductible,
Enrollee pag 10%Plan
Coinsurance

After Deductibg,
Enrolee pays 30% Plai
Coinsuance

After Dedudtble,
Enrolleepays50%
Plan Coinsuance

Paenteral thergpy (total parenteral nutriti on).

Necesary equipment and supplies forthe
administraion of parenteratherapy are
coveredas Devices, Eqipment and
Suppies

After Deductible,
Enrollee mys 10% Pla
Coinsurance

After Deductible,
Enrollee pay80% Plan
Coinsurance

After Deductible,
Enrolleepays50%
PlanCoinsuance

Exclusions: Any other dietary formulas medical foodsor oral nutritional supgdements that do not meéMedical Ne&essiy
criteria orarenotrelaed tothe teatment of inban erors ofmetabolism; specialdiets prepared foods/mead

Obesty Related Services Preferred In-Network | In-Network Out-of-Network
Senices directlyrelated to obesity, including | Hospital - Inpatient: Hospital - I npatient: Not coveed;
bariatic surgery. After Deductilbe, After Deductible, Enrollee pays 1%
Enrollee pays 10% Plar Enrollee pay80% Plan| of all charges
Sewvices related to obesity sreening ard Coinsurance Coinsuance
coursding arecovered a Prevertive
Sevwices. Hospital - Outpatient: | Hospital - Outpatient:
After Deductible, After Deductible,
Enrdlee pay 10% Plan| Enrollee pag 30% Fan
Coinsurance Coinsurance
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Outpatient Services
Office visits: Enrolée
pays $20 Copayment
for primary care
provider visits or $40
Copayment for
specalty care proider
visits

Through age 17:
Enrollee paysiothing
for primary care
provider servicesr
$40 Copayment for
specialty cee provicer
services

Annual Deductible rad
Plan Coinsurance do
not apply to office
visits including surgey
but does appito
diagnositc
laboratay/radiology
services and visits at
outpatiert hospital and
ambulatory surgial
ceners

All other services:
After Deductible,

Enrollee pays 10% Plar

Coinsurance

Outpatient Services:
Office visits: Enrollee
pays $40 ©payment
for primary care
provider visits or $80
Copayment for
specialty care provider
visits

Through age 17:
Enrollee paysothing
for primary care

provider services or $8|

Copaymen for
specialty care provider
services

Annual Deductible and
Plan Coinsirance do
not goply to office
visits including surgey
but does apply to
diagnostic
laboratory/raiblogy
servicesand visits at
outpatienthospital and
ambulatory surgical
ceners

All other services: Aftel

Deductble, Errollee
pays 30% Plan
Coinsurance

Exclusions: All other dbesty treatment and treatent for morbid obesity including anymedical services,drugs, or
supplies, regardlessof co-morbidities, exept asdescrbed above; specidty treatmeat progams such as weight control sef-
help prograns or menberships,such asWeight Watchess, Jemy Craig or othersuch pograns; mediationsand related

physicianvisits for medication monitoring.

On the Job Injuriesor llin esses

Preferred In-Network

I n-Network

Out-of-Network

Onthejob injuries or illnesses

Hogital - Inpatient:
Not covered; Enrollee
pays 100% of all
charges

Hospital - Outpatient:
Not covered;Enrollee
pays 100% of all
charges

Outpatient Services
Not coveed; Enrollee

Hospital - Inpatient:
Not covered Enrollee
pays 100% of all
chages

Hospital -
Outpatient: Not
covered; Enrdlee pays
100% of all charges

Outpatient Services
Not coverel; Enrdlee

Hosgpital - Inpatient:
Not covered;
Enrolleepays100%
of all chages

Hospital -
Outpatient: Not
covered; Enrollee
pays100% of all
chages

Outpatient Services:
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pays 100%of all
chages

pays 100%of all
chages

Not covered;
Enrolleepays 100%
of all charges

Exclusions: Confinemert, trestmentor sewice hat reslts from an illness orinjury arising out of or in the courseof any
emgoymert for wage « profit includinginjuries, illneses a conditions incured asa reslt of selfemployment

Oncology

Preferr ed In-Network

In-Network

Out-of-Network

Radiaton theapy, chemotheapy, oral
chenothergy.

See Infusion Therapy for infused
medications.

Radiation Therapy
and Chemotherapy:
Office vidts: Enrollee
pays $20 Copayrmnt
for primary care
provider visits or $40
Copaynent fa
specialty care provider
visits

Throuwgh age 17:
Enrollee paysiothing
for primarycare
provider servicesr
$40Copayment for
specialty care provider
services

Annual Deductible and
Plan Coinsuranedo
not aply to office
visits including surgery
but daes apply to
diagnostic
laboratay/radidogy
services and visitat
outpatent hospial and
ambulatory surigal
centers

All other services:
After Deductible,
Enrdlee pay 10%
Plan Coinsrance

Oral Chemotherapy
drugs: Preferred
generic drugs(Tier
1): Enrollee pays$10
Copaymentper 30-
daysup to a 90day
supply

Preferred brand

namedrugs (Tier 2):

Radiation Therapy
and Chemaherapy:
Office visits: Enrollee
pays $40Copaynent
for primary care
provider \sits or$80
Copayment for
specialty caregrovider
visits

Through age 17:
Enrollee paysothing
for primary care
provider services or
$80Copayment for
speialty care povider
sewvices

Annual Deductible ang
Plan Consurane do
not apply to office
visitsincluding
surgery but doeapply
to diagrostic
laboratory/radiology
servicesand visits at
outpatent hospital and
ambulatory surgical
centers

All other services:
After Deductibe,
Enrollee pays 30%
Plan Coinsurance

Oral Chemotherapy
drugs: Preferr ed
generic drugs(Tier
1): Enrollee pays$20
Copaynert upto a30-
daysupply

Preferred brand
name drugs (Tier 2):

Enrolleepays$40

Radiation Therapy
and Chemotherapy:
After Dedutible,
Enrolleepays50%
Plan Cansurarme

Oral Chemotherapy
Drugs:

Not covered;
Enrolleepays 100%
of all charges
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Enrolleepays $20
Copaymentper 30-
days up to a 9@lay
supply

Non-Preferred
generic andbrand
namedrugs (Tier 3):
Enrolleepays $30
Copaymert per30-
daysupto a 90day

sumply

Preferred specialty
drugs (Tier 4):
Enrollee pays $150

Copayment up to a30-
day supply

Non-Preferred
geneic and brand
name drugs(Tier 3):
Enrollee pays$60
Copaymentup to a30-

day supply

Preferred specidty
drugs (Tier 4):
Enrollee pays $150
Copaymentup toa 30

day sypply

Copaymehuptoa30 | Non-preferred
day sypply specidty drugs (Tier
5): Enrolleepays30%
Non-preferred Coinsurance
specalty drugs (Tier
5): Enrolleepays30%
Cainsuraice
Optical (vision) Preferred In-Network | In-Network Out-of-Network

Routine eyeexaminationand refradions.

Eye andcontact lensexaminaionsfor eye
patology ard to monitor Medical
Conditions,as often as Melically Necessary.

Routine Exams:

Not coverd; Enrollee
pays 10% o all
charges

Exams for Eye
Pathology:

Office visits Enrollee
pays $20 Copgment
for primary care
provider visitsor $40
Copayment for
specialty are govider
visits

Through age 17:
Enrollee @ysnothing
for primary care
provider services or
$40 Copayment for
specialty care provider
services

Annual Deduatible and
Plan Coinsurace do
not apply to office
visits including surgery

Routine Exams

Not covere; Enrollee
pays 10®% of dl
charges

Examsfor Eye
Pathology.

Office visits: Enrollee
pays $0 Copayment
for primary care
provider visits or $80
Copaymert for
specialty care provide
visits

Through age 17:
Enrollee paysothing
for primary care
provider services or
$80 Copayment for
specialty care mvider
servies

Annual Deductible
and Plan Cmsurance
do not gply to office
visits including

Routine Exams
Not coverel;
Enrolleepays 1006
of dl charges

Examsfor Eye
Pathology:

After Deductilte,
Enrollee pays 50%
Plan Coirsurance
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but does apply to
diagnastic
laboratory/radiology
services and vits at
outpatient hospital and
ambulatory surgical
centes

All other services:
After Deductible,
Enrollee pays 0% Plan
Coinaurance

surgey but does apply
to diagnostic
laboratory/radiology
servies and visitat
outpatent hospital and
ambulatory surgical
centers

All other services:
After Deductible,
Enrollee pays 30%
Plan Coinsurare

Contact lensesor framedlensesfor eye
pahology when Medically Necesayy.

One contactlensper diseasedye in lieu of
anintraccular kensis coveaedfollowing
caaract sugery provided theEnrolleehas
been ontinuwusly covered ty KFHPWAO
since sehsurgery. In theevent an Enrolle€
age ormedical condtion prevents the
Enrolleefrom having anintraocula lensor
contect lens, famel lenses ege available.
Repacement d lensedor eye patology,
including following cataract suogery, is
covered only oncewithin a 12-morth period
and only when reedal due toa changein the
Enrolle€ s esopiption.

Framesand Lenses:
Not coverel; Enrollee
pays 10®% of all
charges

Contact Lensesor
Framed Lenses for

Eye Pathology.

After Deductibé,
Enrolleepays 10% Plan
Coinsurance

Frames and Lenses:
Not coverad; Enrollee
pays 100% of all
charges

Contact Lensesor
Framed Lenses for
Eye Pathology:
After Deductible,
Enrollee pays 30%
Plan Coinsurance

Frames and Lenses:

Not covered;

Enrolleepays 100%

of all charges

Contact Lenses or
Framed Lenss for

Eye Pathology:

After Deductible,
Enrolleepays50%
Plan Coinsurane

Exclusions: Routine eye xaminations; geglassesgontact lenses, contat lens @aluatians, fittings and examinations nd
relaedto eyepathobgy; orthoptic theapy (i.e., eyetraining); evaludions am surgical procedurego correct refractions not
relatedto eye pathology andcomplcaionsrelated tosuch procedires

Oral Surgery Preferred In-Network | In-Network Out-of-Network

Reduction of a fradureor dislocdion of the
jaw or facialbones;excision d tumorsor
nondentalcysts d thejaw, cheés, lips,

Hospital - Inpatient:
After Deductible,
Enrollee pays 10% Plal

Hospital - Inpatient:
After Deductible,
Enrollee pays 30%

Hospital - I npatient:
After Deductble,
Enrolleepays50%

tongwe, gums roof and floor of the mauth; Coinsurance PlanCoinsurance PlanCoinsurance
andindsion of sdivary glandsand ducts.

Hospital - Outpatient: | Hospital - Hospital -
KFHPWACQ's medeal diredor will After Deductible, Outpatient: Outpatient: After

determinewhetherthe cae a treament
requred is within the @tegoryof Oral
Surgery or Dental Services.

Enrollee payd0% Plan
Coinsurance

After Deductible,
Enrollee pays 30%
Plan Coinsuaince

Deductible, Enrollee
pays50%Plan
Coinsuance
Outpatient Services
Office visits: Emollee
pays $20 Copayment
for primarycare
provider visitsor $40
Copayment for
specialty are provider
visits

Outpatient Savices:
Office visits Enrollee
pays $40 Copayment
for primary care
providervisits or $80
Copayment for
specialty care provider

Outpatient Savices:.
After Deductible,
Enrolleepays50%
Plan Coinsuiance
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Through age 17:
Enrolleepaysnothing
for primary care
provider services or
$40Copayment for
specialty cae provider
services

Annual Deductite and
Plan Coinsurance do
not apply b office
visits including surgery
but doesapply to
diagnostic
laboratory/radiology
services andigits at
outpatient hospitalrad
ambulatory surgical
centes

All othe services:
After Deductible,
Enrollee pays 10%]I&n
Coinsurance

visits

Through age T:
Enrolleepaysnothing
for primary care
provider servees or
$80Copayment for
specalty care provider
services

Annual Deduatible
andPlan Coinsurance
do not apply to offie
visits including
surgery but does aty
to dagnostic
laboratory/radiology
sewrices and isits at
outpatient hospital ang
ambulatory sirgical
centers

All other sevices:
After Deductible,
Enrollee pays 8%
Plan Consurance

teeth which arenot medcal in natue

Exclusions: Care or repar of teeth @ dertal structuresof any type tooth extractionsor impactedteeth;services reléed to
malocclusion; services to @rrect themisalignment or mdposition of teeh; any other services to the nouth, fadal boresor

Outpatient Services

Prefared In-Network

In-Network

Out-of-Network

Covered atpatent melical and surgical
sewvicesin a provid e roffice, including
chronic diseasemanagemat andtreatment
arising from sexuahssaut. SeePrevertive
Sewices for additional information rdated b
chroric dissasemanagmert.

Office visits ncludevisits provided in a
clinic. All other services performed in the
office, notbilled asan office visit, orthat are
not relatedo the actual visit
(laboratoy/radiology fees billed in
conjunctionwith the office visit, for
example) ee not onsidered amnffice visit.

SeeHospital- Inpatient am Qutpaient for
outpatient hospitd medical andsurgical
services, including ambuatory sumical
ceners.

Office vidts: Enrollee
pays $20 Copayment
for primary care
provider visits or $40
Copayment br
specialtycare provider
visits

Throughage 17:
Enrollee paysothing
for primary care
provider services or
$40Copayment for
specialty care prader
services

Annual Deductible and
Plan Coinsurance do
notapply b office
visits including surgey
but does apply to
diagnostic

Office visits: Enrollee
pays $40 Copayment
for primary care
provider visis or $80
Copayment fo
spedalty care provider
visits

Through age 17:
Enrollee pays nothing
for primary cae
provider services or
$80Copayment for
specialtycare provider
services

Annual Dedudble

ard Plan Coinsurance
do not applyto office
visits induding
surgery but des apjty
to diagnostic

After Deductible,
Enrollee pays 50%
PlanCoinsurance
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laboratoryradiolagy
services and visits at
outpatient hospital ah
ambuatory surgical
centers

All other services:
After Deductible,
Enrollee pag 10% Plan
Coinsurance

laboratory/radiology
services andisits at
outpatient hospitend
ambulatory surgical
certers

All other servics:
After Deductible,
Enrollee pays 30%
Plan insurance

Plastic and Reoonstructive Surgery

Preferred In-Network

In-Network

Out-of-Network

Plastic ard recongructive services

1 Correction ofacongenital disease o
congerital anomaly.

9 Correction of a Medcal Condiion
following an njury or resulting from
surgerywhich hasproduced a major
effect on theEnrolleés gpeaarce,
when in the opinion of KFHPWAO' s
medcd directorsud servces can
reasonahlly beexpectedto correct the
condition

1 Reconstructive surgery andassaiated
procedues,including internal breast
prosthesesfollowing a magectomy,

Hospital - Inpatient:
After Deductible,
Enrollee pag 10% Plan
Coinsurance

Hospital - Outpatient:
After Deductible,
Enrolleepays 10%Plan
Coinsuance

Outpatient Serices
Office visits: Enrollee
pays $20 Copayment
for primary care

Hospital - Inpatient:
After Deductible,
Enrolee pays 30%
Plan Coinsurare

Hospital -
Outpatient:

After Deductible,
Enrollee pays 3%
PlanCoinsurance

Outpatient Services
Office visits: Emollee
pays $40 Copayent

Hospital - Inpatient:
After Deductible,
Enrolleepays 50%
Plan Coinsurance

Hospital -
Outpatient: After
Deductible, Enrollee
pays 50% Plan
Coinsurance

Outpatient Services:
After Deductible,
Enrolleepays50%

regardlss ofwhen tte mastetomywas | provider visits 0i$40 for primary care PlanCoinsuance
performed. Enrdlees are cuered for all | Copayment for provider visits or $80
stages ofrecorstrucion an thenon- specialtycare provide | Copaymentdr
diseaedbreast toproduce asymmetrical | Visits specialtycare provider
appeaance Complcaions of covered visits
magedomy senices, hcluding Through age 17:
lymphedenas, are covered. Enrollee paysiothing | Through age 17:
for primary care Enrollee paysothimg
Reconstructivebreast surgey requres provider services or | for primary care
Preauthorizaion. $40 Copayment for provider services or
spedalty care provider | $80Copayment fa
services specialty care provide
servces
Annual Deductible and
Plan Coinsurance do | Annual Deductile
notapply to office and Plan Coinsurae
visits including surgery | do not g@ply to office
but does apply to visits including
diagnostic surgery but des apply
laboratory/adiology to diagnostic
services and visits at | labordory/radiology
outpatent haspital and | services andisits at
ambulatory surgical outpatient hopital and
centers ambulatory surgical
centers
All other =rvices:
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After Deducible,
Enrollee pays 10% Pla
Coinsurance

All other services:
After Deductible
Enrollee pays 30%
Plan Coinsurance

Exclusions: Cosmeic senvicesincluding treamert for complicaionsresultirg from cosmetic surgery; cosmetic surgey;

complicationsof nonCoveled Services

Podiatry

Preferred In-Network

In-Network

Out-of-Network

Medically Necessay foot care

Routine foot cae covered wha suchcaeis
directly relatedto thetreatment of diabetes
andother clinica condtions thataffect
sensation ashcirculation b thefed.

Office visits: Enrollee
pays $20 Copayment
for primary care
provider visits or $40
Copaynent for
specidty care provider
visits

Throuch age 17:
Enrollee paysiothing
for primary are
provider servtes or
$40Copayment for
specialty cargrovider
sewices

Annual Deductible and
Plan Coinsurance do
not appy to office
visits including sirgery
but does applyo
diagnostic
labordory/radiobgy
services and visits at
outpatient hospitaand
ambulatory argical
ceners

All other services:
After Deductilbe,
Enrollee pays 10% Plar
Coinsurance

Office vidts: Enwllee
pays $40 Copayment
for primary cre
provider \sits or $80
Copaymenfor
specalty care provider
visits

Through age 17:
Enrollee paysiothirg
for primaty care
provider services or
$80Copaymenfor
specalty care provider
services

Annual Deductibe
and Plan Coinsurance
do not gply to office
visitsincluding
surgery btidoes appl
to diagnostic
laboratory/radiology
servicesandvisits at
outpatient hosijtal and
ambulatory surgida
centers

All other sevices:
After Deductible,
Enrollee pag 30%
Plan Coinsurance

After Deductible,
Enrolleepays50%
Plan Coinsuwance

Exclusions: All other routine foot care

Preventive Services

Preferred In-Network

In-Network

Out-of-Network

Preventive frvicesin accordancewith the
well care schedile estdlishedby
KFHPWAQO. The wellcare schedule is
available inKaiser Peemanente medical

cenkers atwww.kp.org/wa, or upon reques
from Membe Sewvices

No charge Enrollee
paysnathing

No chage; Enrollee
paysnothing

After Deductible,
Enrdlee pays 50%
Plan Cansurance

Routine
Mammography:
After Deductble,
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Screaning and testwith A andB
recommendationsby theU.S. Prevenive
Sewices Task Force (USFSTF).

Services,tests and screeimg cortained in the
U.S. Health Resourcesand Sewvices
Administration Bright Futures guideinesas
se forth by he American Acadeny of
Pediatricans.

Services,teds, screaing ard suplies
recommencedin the U.S. HealthResouces
and SrvicesAdministration women’'s
prewertive andwellnes sevices guidelines.

Immunizaionsrecommened by he Caters
for DiseaseContol sAdvisory Committee
on Immunization Pradices.Flu vaccines are
coveredup to the Allowed Amountwhen
providedby anon-Network Provider.

Preventivesavicesinclude, but arenot
limited b, well adultandwell child physcal
examinaions;, immuniations and
vaccingions femalesterilization; ; preferred
over-the-counter drugsas recommended by
the US.Preveitive Services Task Force
(USPSTH when obainedwith a
prescription; pap snears; preventive sevices
related b preconcepton, preratal and
post@rtum care; routine mammogiaphy
screenng; routine prostate screening;
coloredal cancer screening for Enrollees
who are @e 45 or olderor who areunderage
45 and & high risk; obesity
screenng/ounseling hedthy diet;and
physicalactivity counseing; depression
saeeningin adults, including maemal
depeession, preexposureProphybxis (PrEP)
for Enrollees at highrisk for HIV infection,
screenig for physical mental, sexud, and
reproductive health carneedsarisingfrom a
sexud assult.

Preventive care for chronic disease
managemehincludes treatmentplans wth
regular monitoring, coordinaion of care
betweenmultiple provides and settings
medcation managment evidencebased
care qudity of care measurementand
resuts, andeducation and tools for paient
sdf-management suppat. In the event
prewertive, wellnessor chionic care
managenent savices ae not available from
a Preferredn-Network Provider Out-of-

Enrolleepays 50%
Plan Coinswance
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Network Providers may providethese
savices without Cost Shae when
Preautlorized.

Services provided during aprevertive
servesvisit, induding laboratoy services,
which ae not in accordance with the
KFHPWAOQO well care sbedue aresubjectto
CostSharesEyerefractionsare notincluded
under prewertive services

Exclusions: Those patts of anexaminaion and aciated reports and immunizadions thatare not deened Medically
Necesaly by KFHPWAO for ealy deedion of diseasgall other diagnosticservices not otherwise stated above

Rehabilitation and Habilitative Care
(occupational, physical and speech
therapy, pulmonary and cardiac
rehabili tation) and Neurodewelopmental
Therapy

Preferred In-Network

In-Network

Out-of-Network

Rehabiliation sewicesto restore furction
following illness, injury or surgery, limited

to thefollowing resbrative therapies:
occuatioral theapy, physical therapy, ard
speech therapy Servicesare limitedto those
necessaryo restae or inprove functiond
abilities when physical, sensoi-percepual
andbr canmunicdion impairmentexists due
to injury, illness orsumely.

Outpatient servicesrequire a presciption or
order from a physicianthatreflects awritten
plan of @reto restore function andmust be
provided bya renabilitation team thatmay
includea physidan, nurse, physical theapist,
occupationdtherapst, or speeh therapist.
Preauthorization is notrequired.

Habilitative are includesMedcally
Necessargavicesor devices designedo
help an Enrolleekeep, learn, or mprove
skills and functioning for ddly living.
Services mayinclude ocaupaiona therapy,
physical therapy, speech therapy when
prescribedby aphysician Exanples include
therapy for a cHid who is not walking or
talking & the expead age. These serices
may include physical and occupational
therapy, speeh-langua@ pathology ard
other sewices for peoplewith disabilitiesin a
variety of inpatent andbr outpatient setings.

Neurodevelpmental therapy to restae or
improve functionincluding maintemncein

Hospital - Inpatient:
After Deductible,
Enrollee pays 10% Plai
Coinsurance

Outpatient Sevices:
Office visits: Enrollee
pays$40 Copgment
for specialty care
provider visits

Through ag 17:
Enrolleepays$40
Copaymaet for
specialty care provider
servies

Annual Deductite and
Plan @insurancelo
not apply to offce
visits includirg surgey
but does apply to
diagnostic
laborabry/radiology
services and visitsta
outpatien hospital and
ambulatory surgical
centers

All other services:
After DedLctible,
Enrollee pays 10%Il&n
Coinsurage

Group visits

Hospital - I npatient:
After Deductible,
Enrollee pay$80%
Plan Coinsurance

Outpatient Services
Office visits Enrollee
pays $80 Copament
for specialty care
provider vists

Through age 17:
Enrollee pay$80
Copaymenfor
specialty care provide
services

Annual Deductible
and Pan Coinsuance
do rot apply to office
visits including

surgey but does apply
to diagnostic
laborabry/radblogy
services and visits at
outpatient hospital and
ambulatory surgical
centers

All other services:
After Deductible,
Enrolleepays 30%
Plan Coirsurance
Group visits

Hospital - I npatient:
After Deductible,
Enrdlee pays50%
Plan Coinsuance

Outpatient Services
After Deductible,
Enrolleepays50%
Plan Caonsurance
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casevhere significantdeteriorationin the
Enrolleé s itian walld result withou the
services limited to thefollowing therapies
occypaional therapy, physicalthergpy and
speechherapy. There is ro visit limit for
Neurodeelopmental Therapyservices.

Limitedto a combined total of 60 inpatient
daysand 60 outpdient visits per calendar
yea for al Rehabilitation, Hahili tative cag,
and cardiacandpulmonary relhilitation
services.

Sevices with mentahealh diagnosesre
covered with nolimit.

Inpatient rehabilitation services reuire
Preathorizaion.

(occupational,
physical, speech
therapy or learning
serviceg: Enrolleepays
one half of the office
visit Copaymet

(occupational,
physical, speet
therapy or learning
Services): Enrolleepays
one haf of the office
visit Copaymaet

Cardacrehabiltation is coveredwhen
clinica criteriaaremet.

Limitedto acombined tadl of 60 inpatient
days andb0 outpatient visis percdendar
yearfor all Rehabilitition, Habilitative care,
cardiac and pulmonary rehabdition
services.

Office visits: Enrolee
pays$40 Copayment
for specialty care
provide visits

Through age 17:
Enrollee$40
Copa/ment for
specialty are provider
services

Annual Deductible and
Plan Coinsurance do
not apply b office
visits including surgry
but does aply to
diagnostic
laboratory/radology
services and visits at
outpatient hospitaland
ambulatory surgical
centers

All other services

After Deductible,
Enrollee pag 10% Plan
Coinsurance

Office visits: Enrolle
pays$80 Copayment
for specalty care
provider vists

Through ge 17:
Enrdlee pays$80
Copayment for
specialtycare provide
services

Annual Deductible
ard Plan Coinsurance
do not apply to offie
visits including
surgery but does apply
to diagnostic
laboratory/radiology
servicesand visits at
outpatien hospital ad
ambulatoy surgical
centers

All other servics:
After Deductible,
Enrollee pays 30%
PlanCoinsurance

After Deductble,
Enrolleepays50%
Plan Coinsurace

Pulmorary rehalilitation is coveredwhen
clinical criteriaaremet.

Limited to a combinedotal of 60 inpatient
days and0 outpatient vigs pea calendar
year forall Rehahilitation, Habilitative care,
cardiac and pulmonaryehabilitation
services.

Office visits: Enrollee
pays$40Copayment
for specialty care
provider visits

Through age 17:
Enrollee pgs $40
Copayment for

Office visits: Enrdiee
pays$80 Copaymet
for spedalty care
provider visits

Through age 17:
Enrollee pays$80
Copayment for

After Deductibe,
Enrolleepays 50%
Plan Coinsurace
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specialty care mvider
services

Annual Deductible and
Plan Minsurance do
not appy to office
visits including sugery
but does apply to
diagnostic
laboratoryradiology
services and visitat
outpatient hogital and
ambuktory surgcal
centers

All other services:
After Deductible,
Enrollee pays 10% Plar
Coinsuragce

specialty care qovider
services

Annual Deductible
and Plan Coinsurance
do notapply to office
visits including
surgery butioes apply
to diagnost
laboratory/radiolgy
servicesand visits at
outpatient hospital ang
ambuldory surgical
centers

All other services:
After Deductible,

Enrollee pgs 30%
Plan Coinsurance

Exclusions: Specidlty treatment progams;inpaient Residential Treatmert senices;speialty rehabilitation programns
including “behavor modificaion progra m srécreational,life-erhancing, rebxation or palliative thergy; implementaton

of home mantenaice programs

Reproductive Health

Preferred In-Network

In-Network

Out-of-Network

Medicaly Necessaly medical and surgical
sewvicesfor reproductve health, includng
consulttions examinations, pocedules and
devices, ncluding device insertion ard
removal.

See Materrity and Pregnang for termination
of pregnang services

Repoductive heath is the care necessay to
suppat the regproductive sysem and the
ability to reprodiuce. Reproductive health
includes contaception cancerand dseas
screemgs termiation of pregnarcy,
maternty, preretal ard postpartum care.

Hospital - Inpatient:
No charge Enrdlee
pays nothing

Hospital - Outpatient:
No chargeEnrollee
pays nohing

Outpatient Services:
No chamge; Enrollee
pays nothing

Hogpital - Inpatient:
No charge; Enrollee
pays rothing

Hospital -
Outpatient: No
charge; Enrdlee pays
nothing

Outpatient Services:
No chamge Enrollee
pays nothing

After Deductible,
Enrolleepays50%
Plan Coinsurane

All methods fa Medically Necesary FDA-
approvedincluding over-the-counter)
contraceptive drgs, devicesand products
Condoms are limited to 120 per-@ay

supply.

Contraceptive drugsmay beallowed upto a
12-morth syply and, when avélable, picked
up in the provid esroffice.

No chage;Enrllee
pays nothing

No charge;Enrollee
pays nohing

Not covered;
Enrolleepays 1M%
of all chages
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Sexual Dysfunction

Preferred I n-Network

In-Network

Out-of-Network

One conaultation visit to diagnose sxual
dysfunctionconditions.

Office visits: Enrollee
pays $20Copaynent
for primary care
provider visits 01$40
Copayment for
specialty care provider
visits

Through age 17
Enrdlee pays nothing
for primary care
provider services or
$40Copaymaet for
spedalty care provider
services

Annual Deductile and
Plan Coirsurane do
not apply to ofice
visits includirg surgery
but does apply to
diagnostic
laboratoy/radiology
senices and visits at
outpatient bspital and
ambulatory surgical
centers

All other rvices:
After Deductible,
Enrollee pays 109%lan
Coinsurance

Office vidts: Enrollee
pays $40 Copayment
for primary care
provider visits or $80
Copaymentor
specialty cee provider
visits

Through agd 7:
Enrollee pays nothing
for primary cae
providerservices or
$80 Copayment for
specialty cargrovider
services

Annual Deductible
and Pan Coinsurance
do rot apply to office
visits including
surgery butloes apply
to diagnosic
laboratory/radiology
services and visits at
outpatient hospitend
ambulabry surgical
centers

All other services:
After Deductible,

Enrollee pay 30%
Plan Coirsurance

After Dedctible,
Enrolleepays 50%
Plan Consurance

Specific diagnosticservices treatment and
presaiption drugs.

Not coveredEnrollee
pays 1M% of all

charges

Not coveral; Enrollee
pays 1% of all
charges

Not covered;
Enrolleepays 100%
of al charges

Exclusions: Diagnodic testing ad medical tratmentof sexual dysfunction regardlessof origin or cause; devices
equipmemn and sipplies for thetreamert of sexual dysunction

Skilled Nursing Facility

Preferred In-Network

In-Network

Out-of-Network

Skilled nursing caein a killed nursing
facility when ful-time skilled nursing care is
necessary in the opinion of the atending
physidan, limited toa conbinedtotal of 100
days per calenda year.

Care may include room and board; gereral
nursingcare; dugs, bologicals,suplies and
equipment ordinaily provided orarranged
by a skilled nusing fadlity; and slort-term

After Deductible,
Enrollee pays 10% Plal
Coinsurance

After Dedctible,
Enrollee pays 30%
Plan Coinsurance

After Deductible,
Enrdlee pays50%
Plan Coinsurance
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restorative occupdional thergy, physical
therapy and speehtherapy.

Skilled nursing care in a skilled nursing
fadlity requres Prauthoriation.

Exclusions: Personal confiort items suh as tel

ephone andtelevision; restcures domiciiary or Convalescent Care

Steril ization

Preferred In-Network

In-Network

Out-of-Network

FDA-approvedfemale sterilization
procedure, servicesand supplies See
Prevertive Sevices for addiiond
information

No chame; Enrollee
pays nothing

No chage; Enrollee
pays nothing

After Deductible,
Enrollee pays 50%
Plan Coirsurance

Vasedomy.

No charge;Enrollee
paysnothing

No charge Enrollee
paysnothing

Hospital - Inpatient:
After Dedudible,
Enrolleepays 50%
Plan Coinsurance

Hospital -
Outpatient:

After Deductible,
Enrolleepays50%
Plan Coinsulance

Outpatient Services
After Deductible,
Enrolleepays50%
Plan Coinsuiarnce

Exclusions: Procedures andservi@s b reversea gerilization

Substnce Use Dsarder

Preferred In-Network

In-Network

Out-of-Network

Substance usdisordersewicesincluding
inpaient Residental Treamert; diagnastic
evaluation and edeation; ormganized
individual and grap cownseling;and/or
pre<ription drugsunlessexcluded unde
Sedions IV.or V.

Substance eglisordermeansa substance
relaied oraddidive disorderlisted in the
most curent version ofthe Diagnostic and
Statistical Manual of Mental Disorders
(DSM). Forthe purpcsesof this secton, the
definition of Malicdly Necessaryshdl be
expanded toriclude thoseservices neessary
to treat asubstanceuse disodercordition
that ishaving a clinicaly significant inpact
on an Enrolleé emotioral, socid, medical
ard/or occupaibnal functioning.

Hospital - Inpatient:
After Deductible,

Enrollee pays 10% Plai
Coinsurance

Outpatient Services
Office visits: Enrollee
pays $20 Copaynme
for primary care
providervisits

Throughage 17:
Enrolee pays nothing
for primary care
provider services

Annual Deductible and
Plan insurance do
not apply to office

Hospital - Inpatient:
After Deductible,
Enrollee pas 30%
Plan @insurance

Outpatient Services
Office visits:
Enrolleepays $40
Copayment for
primary careprovider
visits

Through age 17:
Enrollee pag nothing
for primary care
provider services

Annual Deductible
and Plan Caisurance

Hospital - Inpatient:
After Deductible,
Enrolleepays 50%
Plan @insurance

Outpatient Seavices:.
After Deductibé,
Enrolleepays50%
PlanCoinaurance
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Substance usdisorder senices ardimited to
the sevices endered by aphyscian
(licensed undeRCW 18.71anrd RCW
18.57),apsychalogist (icenrsedunde RCW
18.83),asubsénceusedisordertreatment
programlicensed for the servicebeing
providedby theWashingtorState
Depariment of Sdal and Health &vices
(pursuart to RCW 7Q96A), amas t eavél §
thergpist (icensedunder RCW 18.225.(00),
anadvarte practice psykiatiic nuse
(licensed under RCW 18).

Non-Wadhington State kcoholismand/or
drugabuse treatent sevice providersmust
meet the egualentlicensing and

certifi cationrequiremerts esablished n the
state wherethe provider'spractice is located.
ContactMember Servicesfor additional
information on Non-Washingtm State
providers.

The severity bsympoms designaes the
appropriate level otare ard should be
detemined througta thoroudp assessment
completed by a licered povider who
recommends treatemt kased on medical
necessity criteia.

Resdertial Treatnment andcourt-ordered
substance @edisorde treatmenshall be
covered onlyif determined to be Medically
Necesaly.

Preautharation is reqiredfor outpatien,
intersive outpatientand partal
hospitalization sendes.

Preauhorizaton isrequired br Resicential
Treament andnon-Emergencyinpaient
hogital services mvidedat out-of-state
facilities.

Preauthotdation isnotrequired fa
ResidentialTreamert and ron-Emergency
inpatienthosptal serviceprovided in-state
Enrolleeis given twodaysof treatmentnd
is then subjet to medcal necesity review
for contined cae. Enrdlee or fadlity must
notify KFHPWAO within 24 tours of
admission, or assoonaspossible Enrollee
may requestpor authorization for
Residential Treament and norEmergeng
inpatient hogpital servies.Enrollees may
contactMembe Servies to regest

visits including surgery
but does applyat
diagnostic
laboratory/ratblogy
servies and vigs at
outpatienthospitl and
ambuhtory surgich
centers

All other services:
After Deductible,
Enrollee pays 10% Plar
Coinsurace

Group Visits:
No charge;Enrollee
payshothing

do not apply tmffice
visitsincluding
surgery but does
applyto diagnosti
laboratoryfadiology
services and visits at
outpatiert hospital
and ambulatory
surgical centes

All other rvices:
After Deductible,
Enrollee pays 30%
Plan Coinsurance

Group Visits:
No chage Enrollee
pays nothing
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Preauthorizabn.

WithdrawalManagemenServicesfor
Alcoholism aml SubstancéJse Disorder

Withdrawal maagement sevices neans the
manayementbof symptansand compliations
of alcohol and/or sulbance withdrawal. The
sewerity of symptoms desigateshe
appropriat level d care and should be
determined thlough a thorogh asseswert
completedoy a licensed praider who
remmmerdstreatmenbasedn medical
necessity cteria.

Outpatient withdrawamanagenent savices
mears the symtoms resultig from
abstinence arof mild/moderate severity anc
withdrawal fom alcohol ad/or other drugs
can k& manage with medcation atan
outpatient levelof care by an apropriately
licensed clinician. Subacutetivirawd
management meansymptomsassociated
with withdrawal from &ohol ard/or other
drugs can benanaged though medical
monitoring & a 24hourfacility or other
outpatiert facility.

Preauthdzation isrequred for outpaent
withdrawal managemenesicesand
stbacute witldrawal management services

"Acute withdrawal management seices'
meanghe symptomsesulting from
absthence are so seere thawithdrawal
from alcohd and/or drugsrequire medical
managementin ahospital settingor
behavioral healt agency (licensedand
certifiedunder RON 71.24.037), whichis
neeced immediately to prevenseaious
impaiment tothe Enrdle€'s hedth.

Coveragefor acue withdrawad maragement
servicesareprovided without
Preauthoraion. If an Enrolleeis admitted
asan npatient drectly fromanemegency
department any Emeigency services
Copayment is waied. Coverages subjet to
the hospitl sevices Cat Share Enrollees
mug natify KFHPWAQO by way of the
Hosptal notificationline within 24 haurs of
anyadmisgon, or assoon tteredter as
medically possible.

Enrolleeis given no less thatiwo days of

EmergencyServices:
After Deductble,
Enrolleepays $100
Copayment and 10%
PlanCoinsurance

Hospital - Inpatient:
After Deductble,
Enrollee pag 10% Plan
Coinsurance

Emergency
Savices: After
Deductble, Enrollee
pays $100
Copaymern and 10%
Plan Coirsurance

Hospital - Inpatient:

After Deductibg,
Enrollee pays80%
Plan Coinsurace

Emergency Senices
After In-Network
Dedudible, Enrollee
pays $100Copaymert
and 10% Plan
Coinsurarce

Hospital - Inpatient:
After Deductble,
Enrolleepays 50%
PlanCoinsuance
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treatmentexcluding weekendsd holidays,
in a behawral health gency thaprovides
inpatiert or residential sibstace abug
treatmentandno less than thredays n a
behavioral hedth agency that provies
withdrawd managemenhsevicesprior to
conductirg amedcal necasity review for
continued careEnrolleeor facility must
notify KFHPWAQ within 24 hours of
admissim, or as soa as possibleEnrollees
may reques Preauhorization for Resicertial
Treatnert and noREmeagency inpéient
hospital services by contacgiiMember
Services

Exclusions: Experimental or invesigatioral therapes, sich & wildernessprograns oraversiontherapy; facilites and
treatmentprograms whid are rot certified by the Dgpartment of Socid Heath Services

Telehealth Services

Preferred In-Network

In-Network

Out-of-Network

Telemedicine

Servicesprovided by the useof real-time
interactive audio andvideo communication
or store and forward technology betweenthe
patient a the originating site and a provider
atanoterlocation Audio-only
communication requisean Estabished
Relationsip. Store ard forward £chndogy
means sending an Enrolleé medical
information from anoriginating site to the
provide at a distantsite for later review. The
provider follows upwith amedical diagnoss
for theEnrolleeand felps marage ther care.
Services musmes the fdlowing

reguremens:
1 BeaCovered Seviceunder his
EOC.
§§ Theoriginating site is qualified ©
provide the service.

1 If thesewice is provded trough
store aml forwardtechnologythere
must be anassaiatal office vidgt
betweenthe Enrolleeand the
referring provider

1 IsMedicdly Necessry

No charge;Enrollee
pays nohing

No charge; Enrollee
pays nothing

Not coveredEnrollee
pays 100%of all
charges

Telephone Servicesand Online (E-Visits)
Schedued telephore visits with aSPN
Prderred InNetwork Provider arecovered.

Online (EVisit9: An Enrolleelogs into the
secue Membersite atwww.kp.org/wa and
compktesaquestonnaire A SPN medcal

No charge Enrollee
pays nohing

No charge; Enrollee
pays nothing

Not coveed;Enrollee
pays 100%of dl
charges
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provider reviews the gadionnaireand
provides atreatment plan for select
condiions, incluing prescaiptions.Online
visits arenot available to Enrollees during
in-person vsitsata KFHPWAO facility or
pharmacy. Moreinformationis avaiable at
https.//wa.kaiserpermaente org/html/public/
saviced e-visit.

Exclusions: Fax aad email; telehedlth savicesin gates where prohibited by law; al otherservices not listed bove

Temporomandibular Joint (TM J)

Preferred In-Network

In-Network

Out-of-Network

Medical aad sugicd sevicesand elated
hospital charges for the treatment 6
temporomandbular joint (TMJ) disorders
including:

1 Medicdly Neaessaryorthognathic
procedures for the treatmentof sewere
TMJdisorders which havefailed non
surgcal intervention.

1 Radidogy services.

1 TMJ specialist svices.

1 Fitting/adustmert of splints.

TMJ surgey requiresPreauthorization.

Hospital - Inpatient:
After Deducible,
Enrollee pays 10% Plal
Coinsuance

Hospital - Outpatient:
After Deductibk,
Enrollee payd0% Plan
Coinsurance

Outpatient Services
Office visits: Enrollee
pays $20 Copaynme
for primary care
provider visits or $0
Copayment for
specialty caregprovider
visits

Through age 17:
Enrollee pays nothig
for primary care
provider grvices or
$40 Copayment for
specialty care provider
services

Annual Deductible and
Plan Coinsurancdo
not applyto office
visits includingsurgey
but does pply to
diagrostic
laboratory/radiology
servicesand visits at
outpatient hospital and
ambulatey surgical
ceners

All other services:
After Deductible,

Hospital - Inpatient:
After Deductible,
Enrolleepays30%
Plan Consurance

Hosptal -
Outpatient: After
Deductble, Enollee
pays30% Plan
Coinsurance

Outpatient Services
Office visits:
Enrollee pays $40
Copayment for
primary care provider
visits or $80
Copayment for
specialty cae
provider visits

Through age 17:
Enrollee paysothing
for primary care
providerservices or
$80Caopayment fo
specialty care
provider services

Annual Deductible
and Plan Coinsuranc
do not apply to office
visits including
surgey but does
apply to diaggnostic
laboratoy/radiology
servies and visitat
outpatient hospital
and ambulairy
sumgical centes

Hospital - Inpatient:
After Deductible,
Enrolleepays 50%
Plan Consurane

Hospital -
Outpatient:

After Dedctible,
Enrolee pays50%
Plan Coinsumance

Outpatient Sevices
After Deductible,
Enrolleepays50%
Plan Consurance
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Enrollee pays 10% Plar
Coinsurance All other services:
After Deductible,

Enrollee pays 30%

Plan Coinsurance

TMJ applianas. SeeDevices,Equipnment
andSuppliesfor additional information.

After Deductible,
Enrollee pays 10% |Bn
Coinsurance

After Deductibé,
Enrollee pays 30%
Plan Coinsurace

After Deductilbe,
Enrolleepays 50%
Plan Coinsurance

Exclusions: Treamert for cosméic purposes bite blocks; dental sevices hcludingorthodontic therapyandbracesfor any
condition; any orthognathic (jaw) surgey in the alsence d adiagnosis of TMJ, or severe obgructive sleepapnes;

hospitalizations related to theseexclusions

Tobacm Cessation

Preferred In-Network | In-Network

Out-of-Network

Individual/group counseling andeducationa
materias.

No charge Enrollee
pays nothing

No charge; Enrdlee
pays nothing

After Dedudible,
Enrolleepays50%
Plan Coinsurance

Approved phanagy prodicts. SeeDrugs—

No charge; Enrollee No chamge Enrdlee

Not covered Enrdlee

Outpdtient Rresaiption for addtional pays nahing paysnothing pays 100%of all
pharmacyinformation. chages
Transplants Preferred In-Network | In-Network Out-of-Network

Transplam servicesincluding heart,heart
lung, single lung, double lung, kidney,
pancress, corneg integind/multi-viscesl,
liver tranglants, and bone marow and stem
cell supmrt (obtained fromallogereic or
aublogous peripheral Hood ormarrow) with
assocated highdosechemotherapy

Senices are limited tothe following:

1 Inpatient and oupatient medcd
expenses for evaluaton teding to
determine redpiert candidacy, donor
matching tests, bpital charges,

Hospital - Inpatient: After Deductible,
Enrollee pays 10% Bh Coinsurane

Hospital - Outpatient:
After Deductible Enrollee pay40% Plan
Coinsurance

Outpatient Services:

Office visits: Enrollee pays $20 @ayment for
primay care provider visits or $40 Copaymen
for specialty care provider visits

Through ge 17: Enrokke pays ndiing for

Hospital - Inpatient:
Not covered Enrollee
pays100%of all
chages

Hosptal -
Outpatient:

Not covered; Enrollee
pays100%of all
chages

Outpatient Services
Not covered Enrollee

procuremert certer fees, préessional primary careprovider serices or $40 pays100%of all
fees, trael costs ér asumgical teamand | Copayment foispecialty care provideservices | chamges
excision fees Donorcosts for a coveed
organ recipent are limited to Annud Deductible and Plan Coinsance do not
procurementcenter feestravelcostsfor | apply to office visits including surgery but does
a wrgical teamand excisinfees apply to diagnostic laboratory/radiology

1 Follow-up servicesfor spedalty visits. services andisits atoutpatient hospal ard

1 Rehosjtalization. ambulatorysurgical cerdrs

1 Maintenance maicationsduring an ) .
inpatientstay. All other services: After Dadttible, Enrollee

pays 10% Plan Coinsurance
Transplar servicesmustbe provided
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throughlocally andnationally cantracted or
approved tranglantcenters. Altransplant
servicegequire Preathorizaion. Contact
Member Sevices for Preauthorization.

Exclusions: Donor costs tothe extentthatthey arereimbursable by theorgandonor's insurance; treament of donor
comgications living expensegxcept as coved urder Section I1.K. Utilization Managemen

Urgent Care Preferred In-Network | In-Network Out-of-Network
Under the SPN option, urgentcare is covered | Emergency Emergency Emergency
ataKaiser Pemanente medical center, Department: Department: Depatment:
KaiserPemaneate urgert care centeror After Deductble, After Deductble, After In-Network
Preerred In-Network Provide’  seffice. Enrolleepays $100 Enrolleepays $100 Deductble, Enrollee

Copaymentnd 10% Copaymentand 10% | pays $100Copayment
Under theOut-of-Network option, urgent Plan insuance PlanCoinsurance and 10% Plan

caris coveed atany medicalfadility.

See Section XII. for adefinition of Urgent
Condition.

Urgent Care Center:
Office visits: Enrollee
pays £0 Copayment

Through agd7:
Enrollee pays nbing
for primary are
provider services

Annual Deductle ard
Plan Coinsurance do
not apply to office
visits including surgery
but does apply to
diagnostic
labcratory/radology
savices aul visits at
outpatent hospitabnd
ambulatory surgical
centers

All other services
After Deductible,
Enrollee pays 10%lan
Coinsurance

Provide r 6 fce Of
Office visits: Enrollee
pays$20 Copayment
for primary are
providervisits or $10
Copayment for
specialty care prader
visits

Through age 17:
Enrollee pays nothg

Urgent Care
Center:

Office visits:
Enrdlee pays 40
Copayment

Through age 17:
Enrollee pays nothing
for primary care
providerservices

Annual Deductible
and Plan Coinsuranc
do not apply tooffice
visits including
suigery but does
appl to diagnost
laboratory/radiology
services ad visits at
outpatent haspital
and ambulairy
surgical centers

All other services:
After Deductible,
Enrollee pays 30%
Plan Coinsurance

Provide rs Office:
Office visits:
Enrollee pays $23
Copayment for
primary care povider
visits or $80
Copayment for
speciaty care
provider visits

Coinsurance

Urgent Care Center:
After Deductible,
Enrolleepays50%
PlanCoinsurance

Providerd s d@f f
After Deductible,
Enrollee pays 50%
PlanCoinsurace

CA-422223

65




for primary cae Through agd7:
provider services or Enrollee pays nothing

$40Copaymenfor for primary care
specialty care provider | Provider services or
services $80Copayment for

specialty care

Annual Deductible and| Providerservices
PlanCoinsurance do
not apply tooffice
visitsincludingsurgery
b!"t doegapply to visits including
diagnosic surgery but does
laboratoryradiology apply to diagnost
services and visits at | |apratory/radiology
outpatient hospitaland | services and visits at
ambulatory surgical | outpatient hospital
centers and ambulatory
surgical centers

Annual Dedutible
and Plan Cmsurance
do not aply to office

All other services:

After Deductible, All other services:
Enrollee pays 10% Plaj After Dedtctible,
Coinsuance Enrolee pays 3%

Plan Coinsurare

V. Generd Exclusions
In addition to exclusions lisedthroughout the EOC, thefollowing are notcovered

1. Benefits and related swvices supplies anddrugsthat are not Medically Necesary for the treatmentf an iiness,
injury, or physial dsalility, that ae nat spedficdly listed & covered inthe EOC, except as required by federd
or statelaw.

2. SewicesRdatedto a Non-Covered Savice: Whena seviceisnotcoverd all servicesrelaed to the no-covered
service (exceqt for thespeific exceptionsdescribed below) are dso excluded from coweragge Enrolleeswho have
received anon-covereal sewrice, swch asbariatric surgery, anddevelop an acutemedical complication(such as
bandslippage, leak olinfection) asa reault, shall havecoveaage for Medcally Necessgy intervention tostahilize
theacutemedcal canplication. Covelage does notnclude complicaions thabocur during or immediaely
following anon-covered ®1vice. Additional sugeries orothermedical sewices in addtion to Medcally
Necessaly intervention to resole acut medical complications resuting from nonrcovered services shfl notbe
covered.

3. Savicesor supplesfor which no charge ismade, a for which achargewould not tave been madeif the Enrollee
had noheath carecoverageor for which the Enrolleeis notliable; sevicesprovided bya family menber, or self-
care.

4, Corvalesent Care.

5. Servicesto theextent benefis ae “availabe” thedenrolleeas defined heein unde the terms ofany vehicle,
homeavner s , erty or otherinsurance policy, exceptfor individual or groyp healthinsurarce, pursuantto
medical coverage, medic a tho fatit” coverage, persona injury protection coverage a similar medcal coverage
contaired in sad policy. For thepurpo® ofthis exclusion, bendits shall be deeme to be*availabl etd'the
Enrolleeif the Enrdlee recaévesbendits unde the policy eithe asanamed insured orasaninsuredindividual
under the policy definition of insured
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6. Savices g care neededfor injuries or comlitions resuting from adive orresene mili tary service, whether sich
injuries orconditions result from war or otherwise. This exclusion will not apply to conditionsor injuries
resuting from previous military service wnlessthe condtion has keen detaminedby theU.S. Secetary of
Veterars Affairs to be acondtion or injury incurred during a period of adive duty. Futher, this excluson will
not be inerpreted to interfere with or preclude cardination ofberefits urder Tri-Care.

7. Sewices proviced by governnent agendes excep as rejuiredby federalor gate lav.
8. Savicescovered ly the naional health planof any other country.
9. Experimentd or investigational services.

KFHPWAOQ consults withK FHPWAQO's medical directorand then wses thecriteria desecibedbelow to decde if a
particular service isexperimenta or invesigational

a. A sewiceisconsidered eperimentd or investigational fa an Enrolleés conditionif any of thefollowing
statenentsapply to it at the time the grvice is @ will beprovidedto the Enrollee

1) The sevicecannotbe leggally markeed in the United States without the agproval of the Foad and Drug
Administration ( “ F Dax8sych approval hasnot been granted.

2) The servie i the sibject d acurrent new dug a newdevice applicaion on file with the FDA.

3) Thesaviceisthetrialed aget or for delivery or measuementof thetrialed agntprovided as pat of a
qudifying Phag | or Phasell clinicaltrial, as the experinentd or research am of a Fhase Il clinical
trial.

4) The srvice isprovided pursiant toawritten protocd or other documentthat lists an evalugéion of the
service ' afety goxicity or efficacyas amongits objectives

5) Theseaviceisunderconinued scéntific teging andresearch concerning the séety, toxicity or efficacy
of services.

6) Thesenviceis providedpursuantto informed cmsent documetts that desaibethe sevice as
expelimertal or investigational, or in other termsthatindicatethatthe serice is being evaluded for its
safety toxicity or efficagy.

7) The pevaling opinion amormy experts, as expressd in thepublished auttoritative medcal or sdentific
literature, isthat (1) theuseof such grvice should be sulstantially confined b resears sdtings,or (2)
further reearch $ neessay to determnethe sfely, toxicity or efficacyof the senice.

b. Thefollowing souces of informationwill be exclusivey relied uponto deteminewhether asewiceis
experimental or invedigational:

1) TheEnrolleé medical reords

2) The witten protocd(s) or other document§) pursuant towhich the servicehas ben a will be provided.

3) Any consent docunent§) the Enrolleeor Enrolleés representative hasexecuted @ will be asked to
execute,to receive the rvice.

4) Thefilesand reords of the Institutional Revew Board (IRB) or similar body that appovesor reviews
reseach at the institution wherethe sevice has keen or will be piovided, ard other nformation
corcerring the authority or acfons of the IRB or similarbody.

5) The pubished authaitative medical orsdertific literatureregarding the sevice,asappliedto the
Enrolleé #Inessorinjury.

6) Reguhbtionrs, records, applicationsand any other dauments or actonsissued by, filed with or takenby,
the FDA or oher ggendes within the Unied StaesDepartmet of Hedth and HumanSevices,or any
state ageng peforming similar funcions.

Appeds regading KFHPWAO derial of coverage can be submitted b the Memler Appeal Department or to
KFHPWAOQO's medcal directo at P.O.Box 34593, Seatte, WA 8124-1593.

10. Hypnaherapy and dl savicesrelatedto hypnotheragy.

11. Directedumbilical cord blood dorations.
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12. Prognostic (predctive) gendic testng and rehtedsevices, unless speditally provided in Section IV Testing for
non-Enrollees.

13. Autopsy and sssocatedexpenses.
VI. Eligibility, Enrollm ent and Termination

Inthese seati n s ¢ a I t his ysdl ta nefér to a @in offering medical, vision, or dental coverage, or a combination
developeddyy the Schol Employees BenaB Board (SEBB) angrovided by a contraed vendor or selinsured
plans administered by the Health Carathority (HCA).

A. Eligibility for subscribersand deperdents
1. School enployeeeligibility

Theschoole mp | o $EBB orgrizationwill inform theschoolemployedn writing whetheror notthey

are eligible forSEBB benefits upon employment and wheneverithedigibility status changes. Theritten

noticewill i nclude information about threchoole mp | oy e e’ s rigibglity and énmllmern p e a | el
decisbns.Information about ppeat can be foundinder* A p prigtasl’

2. Continuation coverageeligibility

The SEBB Progamdeterming whether subscribers aedigible for continuationcoveragg COBRA o
Unpaid Leavelupon receipbf a SEBB Continuation Coveragg€€ OBRA)Election/Changer SEBB
Continuation Coverage (paid Leave)Election/Changdorm. If thesubsriber reglests to enroll in anb
not eligible forcontinuationcoverage, th&6EBB Program willnotify themof ther right to appeal.
Information aboutppeas can be foundinder” A p prighdasl’

3. Dependenteligibility
The following are eligible dependents:
1 Legal spuse

9 Stateregistered domestic partnand sultantially equivalent legal unions from jurisdictions as defined
in WashingtorState statutelndividuals in a stateegstered domestic partnership areaedthe same as
a legal spouse except whenconflict with federal law.

1 Children throughthe lastday of the month in which their 26th birthdagcurredregardles of marital
status, studentatus or eligibility for coverage under another pldahalsoincludes children age 26 or
older with a dishility as describebtelowin® Ch i | d r age wib d dewelopynental or physical
disability.” Children are definedsa t he subscri ber’ s

o Children based on establishment o& parent-child relationship, as c&<ribed in Washington
State statutegxcept whermparenal rights have been terminated

o Childrenofthe s ubscr i bbearsbesd sopno utshee, s p o u arentclsiid est abl i shm
relationship, excepnvhen parental rightsdve been terminated. The stepdhilrelationship to the
subscriber (ath eligibility as adependent) ends on the same date the mamalyehe spouse ends
through divorce, annulment, dissolution nbémation, or death

o Children for whom the subscriber has assumed a legal obligatiofor total or partial support in
anticipatbn of adopton of the child

o Children of t h eregsterkedsdomestibmannérpases bnahe stategistered
domestt partner’ s eaentehitdlrelasohshpeercept when parental rightsvea
beent er mi nat ed. onghipto telsubsdldet (and eligilility &sia dependent) ends on
the same date the subscr i-egistered domesticpdrtnerdm!| at i ons hi
through divorce, anrment, dissolution, terminatior death.

o Children specified in a court order or divorce decreefor whom the subscriber has a legal
obligation to provide support or health care coverage
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o Extended dgendentin the legal custody o legal guardianship ofthe subscriber, the
S ubs crspobseoréhes ubs cr i b-registered doretictpartner. The legal
responsibility is demonstratétdy a val id court order anhé the chilc
custodian or guardian. Extéed dependent child doast include foster chilgnunlessthe
subri ber, the sub subsci tbenr "regissrpdaanedsic parmer has h e
assumed a legal obligation for total or partial support in argtop of adoption

o Children of any age with a developrantal or physical disability thatrencersthemincapable of
self-sustaining employent andchiefly dependent upon the subscriber formarpand maintenance
provided such condition occurs before tige af 26. The following requireents apply to a
dependat child with a disability:

a) The sbscriber must provide proof of the disability amtépen@ncy within 60 days ohie
chil d’' s ohage28i nment

b) The subscriber musiotify the SEBB Program in writingvhenthe child is no longeeligible
under this subsé¢ion.

c) A child with a developmentar physical disability who becomes sedupportng is rot eligible
as of the last day of the monthwrhich theybecome capable of sedfipport

d) A child with a develpmental or physical disabilitgge 26 and older who bames capable of
selfsupport dosnot regain eligibility if they later ecome incagble ofself-support

e) TheSEBBProgramwith input from the medical plamwill periodically verify the eligibility of
a dependent child with a dis#ityi beginning at age 2®ut no more frequently than raurdly
after the tweyear period following the chdl * s h hirtBday Verification will require renewed
proof of disability and dependenéem the subscriber.

B. Enrollment for subscribers and dependerst

1. For all subscribers ard dependents

”

1 To enroll at anyime other thanduring theinitial enrollment periods e ea K iMng changes.

1 Any dependents enrolled medcal coverage will be enrolled in the sammedicalplan as the
subscriber.

2. School enployeeenroliment

A schoolemployeeor their dependent must residevaork inthep | aservice aregexcept for temp@ry
residency outside the service area for purpa$edtending school, coudrdered coverage for dependemis
other unique family arrangementghen gproved in advareby KFHPWA. KFHPWA has the righto
verify eligibility.

A school employeenust uge the £BB My Account online enroliment system or stiba SchoolEmployee
Enrollmentform and any supporting docuntsto their SEBB organization vem they become newly
eligible or regain eligibility for BB benefits. The online enrolimentust be compledor theform must be
received no later than 31 dagfter the date the school employee becomes eligible or regigibdity.

If the school emipyee does not enroll &ine or return theschoolEmploye Enrolimentform by the

deadline, the school engyee wil be enrolled in Uniform Medical Plan Achiedeanda tobacco use

premium surcharge will be incurre@onseqently, dependents cannot be eited until the SEBB Proga m’ s
next annual open enrolimeat when a qualifying event occurs that createspacialopen enroliment for
enrolling a dependent.

3. Waiving medical enrollment

An eligible schoolemployee may waive eollment inSEBBmedical only f they are enrolled intber
employerbased group medica TRICARE plan, or Medicare. If achoolemploye waives enrollment in
SEBBmedical, theschoolemployee cannot enroll eligible dependerier information on when aaligible
school employee mayaive medical plan enrafient after their initial enrollm# period, or to enroll after
having waivedse eMakingc hanges . ”
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4. Continuation coverageenroliment

A subscriber enrolling irSEBB ContinuationCoverage(COBRA or Unpail Leave)may enroll by
submitthg theapplicableSEBBContinuation Coverage Election/Chge form and any supporting
documentso theSEBB Program The SEBB Programmust receive the electidormno later than 6@ays
from t he datSEBBhealk plam novevabe ended osfrohetpostmark date on ti®EBB
Continuation Coverage Electn Natice sent by theSEBBProgram, whichever ister.

Premiums and applicable premium surchargesciested with continuig SEBBmedical must be made
directlyto HCA. The first premium payment aragplicable premium sahargesare dug¢o HCA no later
than45 days after the election period ends as diéed almve. For morénformation,see” Op t foro n s
continuing SEBB medicalcoveragé andthe SEBB Continuation Coverag Election Notice

5. Dependentenroliment

To enroll an agible dependenthesubscribemustincl ude t he depenndSEBEMWs i nfor mat
Accouwnt oron theapplicable enrollimerform and povide the required document(s) as proof of the

d e p e n d e nlity.’ The depkendant will notdenrolled irSEBBhealh plan coverage if thEEBB

Proglamor the SEBB organizations unable to verify tair eligibility within the SEBBProgram arollment

timelines.

6. National Medical Support Notice (NMSN)

When aNationalMedical Support Notice (NMSNequires asubscriber tgrovide health plan coverage for
adependent child the following provisions apply:

The subscriber may enroll their dependent chalidrequest changes to their health plan coverage as
described undérChanges to health plan coveeagr enrollment are aleed as directed by the NMSN'’
below.

1 A schoolemployeemust use th6&EBB My Accoun online enrollment systerr submit the required
form(s) to theirSEBB organization

1 A continuation coverage subscher submits the required form(to theSEBBProgram.

If the subscriber fails to requesnolimentor health plan coverage changes asaedby the NMSN, the
SEBB organizatiomr theSEBB Program may make enrollment or health plan coverage changediagco
to “Changes to health piacoverage or enrolimeate allowed as directed by thé/S$N, below, upon
request of:

T The chil cdehts ot her pa

91 A child support enforcement program.

Changes tohealth plan coverage or enrolimentre allowed as directed by te NMSN:

s heal t hregietlby the NM@EN.e r age as

b) A schoolemployee who has wadd SEBBmedical will be enrolled in medical as diredtby the
NMSN, in order to enroll the dependent.

c) The s ulssetectad health plans will bhanged if directed bthe NMSN.

d) If the dependent is a&edy errolled under anothé8BEBB subscriber, the@pendehwill be removed from
the other health plarowerage and enrolled as directed by the NMSN.

e) If the dependent isnrolled in botfSEBB medicalandPublic EmployeesBerefits Board (PEBB)
medical as aepencernt and there is an NM$in place, enrollmenwill be in accordance with the
NMSN.

f) If the subscribr is eligible for and elects Consolidated Omnibus Budget Rd@dimi Act (COBRA)
coverage oother continuation covage, the NMSN will be enforcechdthe dependent must be cered
in accordance wit the NMISN.

a) The dependent will beneolled under the subscrb e r
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Changes to health plan coverage or enretit as describeabovein (a) through (c) will begin the firstay
of the month following recet of the NMSN. If the WMSN is received on the first daf the month, the
change tdealth plan coverage enrolment begins on that day.

A dependentwillbe e moved from the subscr i berabosgentdettelasth pl an
day of the month the NMSN is reaeed. If that day is the first dhe month, the change in enrollment will be
madethe las day of the previous month.

When a NMSN reqiues as u b s ¢ ispouse former spouse, or other individugbtovide health plan
coveragedr a dependent who israhdy enrolled in h e s u §SEBBrcivdrage, and that health plan
coverage isn factprovided, the dependent may be removed floret s u b SSEBBhdalth plans
coverage prospectively.

7. Dual enroliment
A subscriber and theilependents magiachbeenrolled in only on&EBB medicalplan.

A school employeer their dependent who digible to enroll in boththe SEBB Program and thBublic
Employees Benefits BoardPEBB) Program is limited to arsgle enroliment in either théEBB or PEBB
Program.

Forexample:

1 A child who isaneligible dependentunder two parentsnrolled inSEBB Programbenefitsmay be
enrolled as a dependent untdeth parens butis limited to a sgle enroliment irfSEBB medica.

1 Achild who is an eligible eépendent of achoolemdoyee in theSEBB Program anénenployeein the
PEBB Program may only be enrolled a dpendent under one parénteither theSEBB or PEBB
Program.

C. Medicare eligibility and enrollment
1. School enployee and dependent

If a schoolemployeeor their dependeriiecomes eligible for Medicarthey should contact theSocial
Security Administrdabn toask about the advantages of immediate or dedevedicareenroliment.

A schoolemployeeor their dependent aieemed eligible for Medicarehgn they have the optida receive
MedicarePart A benéfs. If aschoolemployee or their dependent chesto aroll in Medicare Part A,
Medicare regulationand guidelires will determinavhether Medicare is thgrimary orsecondary payer.

A schoolenployee or their dependewho is enrolled in Medicare magman enrolled inSEBB medical
coverage. Howeveaschool employee may choose to waive theEBB medical covera@ or remove their
dependent from theBEBB medicalcoverageand choose Medicare #eir primary insurerlf a school
employee does sogither the schoolemployeenor their dependent camill in SEBBmedicalexcept
duringthe annual opermnrollmentor a special open enroliment

In most situations, achoolemployee and their dependean defer Medicare RaB enrollment without a
penaltywhile enrolled inSEBBmedical coveragdVhen theschoolemployegerminates employmeythe
schoolemployee and the dependent arollin MedicarePart Bduring a $ecial Enrollment Period. If
Medicare eligibility is de toadisability, theschoolemgoyeeor their dependent must contact the Social
Security Administration aboutleferringenrolimentin Medicare Part B

Upon retirement, Medicare will become the primainsurancepayer and thePEBB medical plan will
becane s e c o n dPEEBB retireeiSserance Coverage

2. Continuation coverage subscter and dependent

If a continuation coveragesubscriber or their dependeriecomes eligible for Medicarfederal reglations
allow enrollment in Meitare three months befothey turn age 65. If they dotenmll within three months
before the month thetyrn aye 65, enrolliment in Medicare may belayed.If enroliment in Medicare does
not occur when the subscriber beir dependent is first eligib) a late enrollment pafty may apply.
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A SEBB Continuation Coverage (COBRA) subscriber must notify he SBBB Progam in writing within

30 days if, afteelecthng SEBB Continuation Coverage (COBRA), a subscriber or theimdiepe becomes
eligible for Medcare (Part A, Part B, dooth) or becomes covered undéner group health plan coveragi.

a subscriber theirdependent enrolls in SEBB ContinuatiGoverge (COBRA) and then becomes eligible
for Medicare, their enrollm@ in SEBB Continuation Coverag COBRA) will be termiated at the end of
the month in vkich they become eligible for Medicare due to tiumgp age65 or older or when enrolled in
Medicare dudo a disability. This may cause the SEBB ContinuaGowerage (OBRA) to be terminated
early, kefore the subscriber hased all the months they woultherwise be entitled to. A subscriber or their
dependentwho are already enrolled in Medicar&en theyenroll in SEBB Continuation Coverage
(COBRA) will not have theicoverage terminated early.

D. Whenmedical coveragebegins
1. Schoolemployees and dependest

For a newly eligible schoolemployeeand their &gible dependentamedical coveragbegirsthe firstday of
the month followinghe date thachoolemployee becomedigible.

Exceptions:

1 Medicalcoverage beginsontisec h o0 o | e mp | oy erkwhenthéirifirstaday ofdvarkis am br wo
after Sepemberl, but not later than the first day of schéml the current school year as established by
the SEBB organizati.

1 When a school empyee etablishes eligibility tovard SEBB benefits at any time tinemonth of
August, medical coverage begins ap&mbe 1only if the school employee is also detéred to be
eligible for the school year that begins on Septertber

For a schoolemployeeregaining eligibility following a period of leavasdescribedn SEBB Program
rules,and theireligible dependets, medcal coverage begins the first day of the nidioflowing the school
empl oyee’' s r et ur n plbyee isaoticiiated tb be gilhiesfor thecemplaydrantebmution.

Note: Whena schookemployee who is called to active duty in the wmifned grvices under the Uniformed
Services Employmédrand Reemployment Rights Act (USERRA) loses eligibility forehgployer
contribution toward SBB benefits theyregaineligibility for the employer cotmibution toward SEBB
benefitsthe day they returfrom active duty. Medical coverage begins the fiddy of the month in which the
school employee returns from actigety.

2. Continuation coverage sibscriber and dependents

For a continuation coverage subsriber and their eligible dependents enrolling wheewlyeligible due to
a qualifying event, medicabuerage begisithe first day of the month following the day thesgt eligibility
for SEBBmedial plan coverage.

All subscribers and dependents

For a subscriber or their eligible dependentsenrolling duringthe SEBBPr ogr amés annwual oper
enrollment, medial coverage begins January 1 of the following year.

For a subsciiber or their eligible dependeris enrolling during a special open enrollment medical
coverage beginsthe first day of the month followintie lger ofthe event date or the ddtesenrollment
electionin SEBB My Account or the required form is receivddhat day is the first of thenonth,medical
coveragebeginson that day.

If the specal openenrollment is due to thigirth or adoption of a child, or when the subscriber has assumed
a leaal obligation for total or partial support in anticipation of ption of a child, medical covagewill
begin as follovs:

1 For a schoolemployee medicalcoverage will begin the first day of the month whichtheevent
occurs

1 For anewly born child, medical coveragevill begin the date of birth
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1 For a newly adopted clid, medical coveragwill begh on the date of placemtor the date a legal
obligationis asumed in anticipation of adoption, whichevsreatier.

1 For a spouse or stateegistered domestt partner of a subscriber, medical coverag#él begin the
first day of the month in which therent occurs.

If the speil open enroliment is due to tlearollment ofan extended dependent or a dependenhild
with a disability, medical coverageill begn the first day of the month followinilpe event date or
eligibility certification whichever idater.

E. Making changes
1. Removing a dependent who is no lager eligible

A subscriber must provide notice tmove adependent who is no longer eligible due twalice, annulment,
dissolution, or a qualifying event of a depentdeeasing to be eligible aglapendent childs desdbed
under “ De p e n’dTeemdtice enust bg reteivddiihin §0 days oftie lastday of the month the
dependent no longer meeahe eligibility criteria

1 A schoolemployeemust notify theitSEBB organization
1 A continuation coverage subscribemust notify theSEBB Program.
Consequerces for not submittingotice withinthe required60 days may include, but are not limited to:

1 The dependemnay loseeligibility to continueSEBB medical coverge under one of the continuatio
coverage options descib e dOptiomsfor‘continuingSEBB medcal coverage’

I The sulscribermay bebilled for daims paid by the medical plan for serviceattivere rendered after the
dependent lost eligibility

1 The subsdbermay not be ablé recoversubscribepaid insurane premiums for the dependentttha
lost €ligibility .

1 The subscribemay berespondile forpr e mi ums pai d by t hsenedicalplane f or t he
coverage after the dependent lost eligibility

2. Voluntary termination for continua tion coverage subscribes

A continuation coverage subdoei may voluntarily terminate enroliment in a meddil plan at any time by
submitting a request in wnitg to theSEBB Program. Enroliment in the medical plan will benténated the
last day of the mth in which theSEBB Program receives the request orthae lag day of themonth
specified in the terminin request, whichever is later. If the requestaseaived on the first day of the
month, medical plan enrollment Wbe terminated on the lastylaf the previous month.

3. Making changesduring annual open enrollment and special open enroliment

A subscrbermay make certain changes to their enrolimentwigithe annual open enroliment and if a
specific life event creasea special open enroliment joet.

4. Annual openenroll ment changes

A schoolemployeemay male the following changes to their enrollmentrthg heSEBBPr ogr am’ s annu a
open enrollment perth

1 Change their medical plan

1 Waive their medical plan enrollment

1 Enroll after waiving medical ph enrollment
1 Enroll orremove eligible dependents

A schml employeemust submit the election change onlin€&SEBB My Account orsubmitthe required
School EmjpyeeChangeform and any supporting documen¢stheir SEBB orgaization The changanust
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be completed iINSEBBMy Account or the formseceived ndaterthanthe last day of the annual open
enroliment griodand will beeffective January 1 of the followgnyear.

A continuation coveragesubscriber may make the followig changes to their enrolimentiihg theSEBB
P r o g raanmdl apen enroliment ped:

1 Enroll inor terminate enroliment in a medical plan
1 Changeheir medical plan
1 Enroll or remove eligiblelependents

A continuation coverage subscribemustsubmitthe reqiired SEBBContinuation Coverag) (COBRA)
Election/Chang, or SEBBContinuation CoveragéJnpad Leave) Election/Changerm (as appopriak)
andany supporting documents theSEBB Program.Theformsmust bereceived no later than the last day
of the annal open enrollment pericahd will beeffective January of the bllowing year.

5. Specid open enroliment changes

A subscribemay changéeheir earollment outside of the annual open enrollieeriodif a qualifying event
creates apecial open enrolimeperiod However, the change anrollment must be alloable under
Internal Revenue CodéRC)and TreasuryRegulations andorrespond tored be onsistent with the event
that creates the spgatopen enroliment for theubscriberther dependent, or both.

A special open enrollment evemust be other thansashoolemployee gaining initialligibility or regaining
eligibility for SEBBbeneits. The subscriber must provide evidence of the etleat created the special open
enroliment.

A special open enrlphent may allow a subscriber toake the following chages
91 Enroll in or change their nagcal plan

1 Waive their medical plan enrollment

1 Enroll after waiving medical plan enroliment

1 Enroll or emove eligible dependents

To request a special open enrollment

1 A schoolemployeemustmake thechange online ISEBB My Accountor submit the require@chool
Employee Changérmand anysupporting docmentsto theirSEBB organization

1 A continuation coverage subscribemmust submit the requireBEBB Continuation Coveige(COBRA)
Election/Changeor SEBBContinuation Coveage (Unpaid Leavelection/Chang form (as
appropriate) and any supporting docums¢a the SEBB Program.

Thechange must be completadSEBB My Account or théormsmust be received no later thad éays

after the event that caes the special openretiment. In addition, th&EBB Program or the SEBB

organizatiorwill require the gbscrie r 't o pr ovi de pr o oty evidéncesof thikeye® n d e n t
that ceated the special open enrolimesr both.

S

Note: If a subscriler wants to enroll a néwern or child whom the subscriblesisadopted or has assumed a
legal obligation fototal or partial support in anticipation of adoptisnSEBBhealth plan coverage,gh
subscriber should notify theBEBB organizatiomr theSEBB Program by submitting #hrequired forms as
soon as possle © ensure timely payment of claims. If additige chid increases the premium, the required
forms nust be received no later than @8ys after the date of the birddoption, or the date the kg
obligation is assumeir total or partial support iarticipation of adoption.

6. Special open enrolimeneventsthat allow for a change in health plans

A subgriber may not change their hdafilan if their stateegistereddlomestic partner or stategistered
d ome st i schiddmndtatexrdépendent.

Any of the following events may create a speciatognrdment:
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1 Subscribergains a new dependent dae t
o Marriage or registering a stategistered domestic partnerghi
o Birth, adoption or assumig a legal obligation fototal or partial support in awipaion of adoption
o A child beconing eligible asan exended dependent through legal custody or Iggatdianship.

1 Subscriberor ther dependent loses other covesagnder a group health plantbrough health insurance
coverage, as defined by the Hedhsurance Portability and Accountability Act (PAA).

1 Subscribethas a change in employment statuat @affects theieligibility for the employer contribution
toward their employeibased group tadth plan

1 Subscriber hsa change in employment from BEEB organization to a public schodlistrictthatresults
in the subscriber having different medicadms availableAsus ed i n t hi s subsection t
schooldi st ri ct” d oresschootsiandiedummtialsendce distrietsThe subsdbermay
change their election if the change mpoyment causes:

o0 The subscr i ber 'astonoilongerdavdilable éndhis casd the gubscriber may
sekct from any available medicplan; or

0 The subscribehas one or more new medical plawsailable, in this case the subscriber may select
to enoll in a newly available plan.

1 Su b s c r defrerdent s aahge in their own employment status that afféleir eligibility or their
dependent ' dorthd emmgoaydr ¢cohtributign unddreir enployerbased group health plan
“Emplontibut i on” means contriértt’i 0 ncarmeremmpdyebo/r tfhe deryp
toward health coverage as debed in the Treasury Regulation

1 Subscriberor their dpendent has a change in residethagaffects health plan availability. If the
sukscribermoves and their current health plan is naiible in the neviocation, the subscriber must
select a new hdth plan, otherwise there wille limited accessibilityo network providers and covered
Services.

1 A court order requires the subscriberaoy dher individual to provide insurance coverdgean
eligible dgendent of the subscriber (a former spous@wnér stateregistered domestigartner is not
an eligble dependent)

9 Subscriberor ther dependentenrolls incoverage under Medicaidarstat Chi | dren’ s Heal t h
Program (CHIP)or the subscribesr their dependent loses eligibility for covgeaunder Medicaid or
CHIP.

1 Subgriberor their dependdrbecomes eligible for state pramm asgstance subsidy f@8EBBhealth
plan coverge fromMedicaid or CHIP

1 Subscriberor their depend# enrolls incoveage under Medicare, or the subscriber or ttiependent
loses eligibility fo coverage unddvledicae. | f t he s u mdicalplablecomes curr ent
unavailable due to the subs@itor teir dependentenrollment inMedicare, the sescriber must select
a newmedicalplan

1 Subscriberor theirdeg n d e n t ' medicalplanrteeamies unavailable besauthe subscriber or
enrolled deprdert is no longer eligible for a health savirgscount(HSA).

1 Subscriberor their dependent experiegs a disruption of care for active and ongoing treatment that
could function as a reduction lmenefits for the subsdxer or their dependent. The subber may not
change their health plan electibecauseghesubscribeordgp e ndent ’* s p hriicpatiani an st op s
with the subscri beSEBBProdramaétarniinegpthatarcontitynof carsissuet h e
exists TheSEBB Program will considebut not limit its consideation tothe following:

0 Active cancer treatmensuch as chemotherapy or ration therapy

o Treatment followng a recent organ transplant
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0 A scheduled surgery
0 Recent majosurgery still within thgpostoperative period
0 Treatmenfor ahighrisk pregnancy

Note: The plan cannot @ranteghat any physiciagnhospital, or other provét will be available or remain

under contract withhe plan An enrolleemay not change medicplanssimply because thieprovider or

health care facity discontinues participation with thismedicalplanunti the SEBBPr ogr am’ s next ann
open enrollmet or when another qualifying event creates a special openraerifor changing health

plans unless the&sEBB Programdetermines that a continuity @re issue exists.

7. Special open enroliments eventthat allow adding or removing a dependent
Any of thefollowing events may create a special open enroliment:
1 Subscribegains a new dependent due to:
o Marriage or registering stateregistered domestic pagrshp.

o Birth, adoptionor when the subscribéias assmed a legal obligation for total or partialpport in
anticipation of adoption

o A child becoming eligible aan extended dependent througbdl custody or legal gudanship.

9 Subscriber or theirepencert loses other coverage under a group hgalh o through health insurance
coverage, as defideby theHealth Insurance Portability and Accountability Act (IAK9).

1 Subscriber has a changedémployment status thaffects their eligibility for te emdoyer contribution
toward their employebasel grouphealth plan

1 Subscri ber’ s angeiretheidavn employment statuscthat affects their eligitatitheir
d e p e nd e n ity'fos theeeinploger domiblution under their employdyased group health plan
“Empl oyer ¢ onnscgomth tbtuitd m”n smereade by tdmnerethglgyesndent
toward health coverage as described in the Trgd®egulation

S C

1 Subscriber or thiedependent has a chanip enroliment underraemployerbasel group healtiplan
during its annual open srilmert that does not align with tHte&EBBP r o g raaneml apen enrolliment

T Subscriber’ s dep esiderenftom tutside obthe didil Statgsdo within theréted
States, or from within #aUnited States to outside of the United Stated #ratchange in residence
resulted in the dependdosing their health insurance

1 A court order requires the subdmai or any other individual forovide insurance covega for an
eligible dependent ohe subscriber (a former spouse or former staggistereddomestic partner is not
an eligible dependent

9 Subscriber or their dependesrtrolls incoverage under Medicad or a st at dnsutandel dr en’ s
Program (CHIP, or the subscriber or their demlert loses eligibility for coverage under Medidar
CHIP.

9 Subscriber or their dependent becomegilaié fora state premium assistance subgiolySEBB health
plancoverage from Medicaid &&HIP.

T Subscr i bereéenmlsidMediear diesastelyibility for Medicare.
8. Special open enrollment ewvats that allow waiving medical enrollment and enrollng after waiving

A school employee may waive SEBB medical during special open enrollment onlyf they are enrolled
in other employer-based group medial, a TRICARE plan, or Medicare.

Any of the following events may create a special open enrollment:
1 Schml employee gains a new dependent due to:

0 Marriage or registering stateregistered domestic gaership
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o Birth, adopton, or when theschoolemployeehas asaumed a legal obligation for total or pattia
suppat in anticipation of adoptian

o A child beconing eligible as an extended dependent through legal custodgadgieardianship.

1 School enployeeor their dependent Ises other coverage under a grbeglth plan or through health
insurance coveragas defned by the HIPAA

1 School enployeehas a chang@ employment status that affects their eligibility for the evygpt
contribution toward theiemployerbased group medal.

1 School enployeé s d e thasaadthange in their own employment status @ifects their eligibility
or their d bilyefar theeempldyer coatlibutigni under their emplopaised goup medical
“Employer contrib t i o n&contribitim s made by t hetodfempeeempleyart ' s curr e
toward health coverage as debedin the Treasury Regulation

1 School enployeeor their dependent has a change in enrollment undemaployerbasd group medical
plan during is annual opn enrolimenthat does not align with th@EBB Program” s annual open
enrollment

1 School enploye2 s eddent has a change in residence from outsfidlee United States to within the
United States, or from withithe United States to outsidetbe UnitedStates andhe change in
residence resulted thedependent losing their health insurance

1 A court oder requires thechoolemployee or any othéndividual to provide a health plan for an
eligible dependent dhe schoolemployee (a formemp®use or famer stateregistered domestic partner
is notaneligible dependent)

1 School enployeeor their dependat enrolls incoverage under Medicaid oratsta Chi | dren’ s Heal
Insurance Program (CHIP), or teehoolempbyee ortheir dependent losedigibility for coverage
under Medicaid or CHIRNote: A school employee may only return from having waive&BB medical
for the events described this paragrph. A schoolemployee may not waive thedEBB medicalfor the
events described ithis paragrab.

1 School enployeeor their dependent becomes eligible fodate premium assistance subsidy 8&BB
heath plancoverage from Medicaid or CHIP.

1 School enployeeor their dependent becomes eligible and enrolla IRRICAREplan orloseseligibility
for aTRICARE plan.

1 School enployeebecomes eligible and enrslh Medicare or loses eligibility for Medicare.

F. Whenmedical coverageends
1. Termination dates

Medical mverageends on the following dates:

1 On the last dayfahe monthwhen any enrollee ceases todbgible.

1 On the date anedical plan terminatetue to achargein contracted service area or when theugro
policy ends If that should occur, the subscrilweitl have the opportunity to enroll in anoth8EBB
medical plan.

1  For a schoolemployeeandther dependentsshen the employment is terminateanedicalcoverage
ends when:

0 The school employee resignéthis is thecase, medical coverage ends on thedagtof the month
in which a school eetfiveioryee’s resignation is eff

0 The SEBB organizatinterminates the employant relationship. If this is thesse,medical
coverage ends on the last day of tenthin which the employeinitiated termination igffective.
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Note: If the SEBB organizatiomleducted thechoolemp | o yporéidn ef thepremiumfor SEBB insurance
coveaage after thechoolemployee wanolonger eligible for the employer contributipmedi@l coveage
ends the last day of the month fehich schoolemployee premiums were deducted.

1 For a continuation coverage subscribemwho submis a written request tetminate medical coverage,
enroliment in medical coverage will be terminated thetldayof themonth in which thesEBBProgram
receives the request or on the last day of the month specified inrtinintgtion request, whichever is
later. If the requessireceived on the first day ofeimorth, medical coverage will be terminated om th
lastday of the previous month.

A subscriber will e responsible for payment of any services received after thenéaieal coverage ends as
descibed above.

2. Final premium payments

Premium payments arafplicable premium surcharges are not proratedrdpanymonth,for any reason,
even if an enrollee db or asks to terminate their medical plan before the end ofahth.

If the monthly premium oapplicable premium soharges remia unpaid for 30 daytheaacount will be

considered delinquent. A sulvieris allowed a grace period of 30 days from dage the monthly

premiums or applicable premium surcharges beadeliaquent to pay the unpaidgmium balance and

applicable premim surcharges. If thetbsaibe r ° s pr emi um bal anccwachages appl i cabl
remain unpaid for 60 days fromtheorigih due date, the subscribed’s medic
dependents) will be terminateetroactive to the laslay of themonth for which thenonthly premiums and

any applicable premium suratgges wee paid.

3. If anenrollee is hospitalized

An enrollee who is receiving covered services in a hospital on tteendledical coverage ends withtinue
to be eligible 6r covered srvices while an ingeentfor the condition which the enrollee was pitalized,
until one of the following events occur:

T According to this plan
inpatient athe facility.

s dalyl necessazyddr thecenrolléebeaana, it i s

1 The remaining ben#t available for the hospitalization are exhawsteegadless of whether a new
calendar year begins

1 The enrollee becomes covered under another agreement withpahgralth plan that provides befits
for the hospitaliation

1 The erollee becomes entetl under an agreement with another carrier thatvidesbenefits for the
hospitalization.

This provsion will not apply if the enrollee is covered under anotheresgent that provides benefity fine
hospitalization athe time mdical coverage endsxcept as set forth in this section, or if the eliee i
eligible for SEBB Continuation Coverage agds c r i b e d for contihuDgSEBBanadécalcoverage’

4. Optionsfor continuing SEBB medical coverage

When medical ceerage ends, thaubscribeand her dependents covered by this medical praay ke
eligible to continueSEBB medical coveragduring Emporary or permanent loss of eligibility.

There are three optis the subscriber and their ésglents ray qualify forwhencoverage ends.
1 SEBBContinudion Coverage (COBRA)

1 SEBBContinuation CoveragéJhpaidLeave)

1 PEBBretiree insurance coverage

A subsciber also has the righto convertto individual medical insurare coveragevith the planwhen
continuaton of group mdical insurance coverage is nager possible.
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5. SEBB Continuation Coverage

The SBBB Progam administerthe followingcontinuation cograge optionso temporarily extend group
insurance coverage whénh e e nS3EBH nledicalplas coverage ends duedajualifying event

1 SEBB Continuation Coverage (COBRA)includes eligibility and admistrative requirements under
federal COBRA laws andregulatiors. Some enrolleesvho are not qualified beneficiariemder federal
COBRA, mayalso qualify for SEBB Continudion Coverage (COBRA).

1 SEBB Continuation Coverage (Unpaid Leave)s anoptioncreded bythe SEBBProgram with wider
eligibility criteria and qualifying event typgban COBRA

An enrollee who qualiés for both types d8EBB Continuation Coverage (COBRANnd Unpaid Leave) may
enroll inonly one of theseoptions.Se e “ Cont i &age en li lo mandthe SEBB Continuation
Coverage Edction Notice

6. Premium payments for SEBB Continuation Coverage

If a subscriber enrolls in contiation coverage, the ssidriber is responsible for timepaymen of premiums
and applicable premium surahes.

7. PEBB retireeinsurancecoverage

A retiring sclool employee or a dependent becoming eligible as a surviedgiisle to continue enrollment
or defer enroliment in Falic Employees Benefits Board (BB) insurance coverage if they meet procedural
andsubstative eligibility requirements. See tiREBB Retiree Enroliment Guidéor details.

8. Family and Medical LeaveAct of 1993

A schoolemployee orapproved leave under tlfiederal Family and Medical Leavect (FMLA) may
continue to receive the employesrdributiion towardSEBB benefitsin accordance withhe federalFMLA.

The SEBB organizatiomletermines if thechoolemployee is eligible for leavend the duration of tHeave
under FMLA. Theschoolempbyeemust continue to payheir monthly premium cotribution and applicable
premium surcharges duringgi$ period to maintain eligibility.

If aschoolemployee exhausthe period of leave approvadder FMLA, they may cdimue SEBB
insurance coverage df-paying the monthly premium and applicable miam sucharges set by HCA,
with no contribution fronthe SEBB organizationS e e “ O pr tontimuingSEBBamedicalc o ver age . ”

9. Paid Family and Medical Leave Act

A schoolemployee on approved leave undee ¥WashingtonStatePaid Family and Medical Lea@FML)
Programmay continue to receive the employentribution towardSEBB benefits The Employment
Security Departrant determines if thechoolermployee is eligible fordaveunderPFML. Theschool
employee nug continue to payheir monthly premium cotmibution and applicable premium surcharges
during ths period to maintain eligibility.

If a schoolemployee exhausthe perod of leave approvednderPFML, they may cornitue SEBBinsurance
coverage byedf-paying the monthly premium and applicable piem surcharges set by HCA, with no
contribution fromthe SEBB organizationS e e “ ©fpricdantmungSEBB medicalo v er a g e .

10. Conversion of coverag

An enrolleehas the ght to switch fronSEBBgroup medtal to an individual conversion plan offered by
this plan when they are no longer eligible to continbeSEBB group medical plan andeanot eligible for
Medicare orcovered under another grougimance coverage thatopides benefits for hospital oredcal
care.

An enrollee must apply for conversicoveegea nd pay t he f i meldtertrmo3iddys s pr emi u
after their group maical plan ends or within 31 ga from the date the notice t#frmination of coveragis
received, whichever is later.

Evidence of insurability (proof of good health) i®ot required to obtain the conversion coverage. Rate
coverage, and eligibility reguements othis conversion plamliffer from those of theenole e * s cur r ent
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group medial plan. To receive detailed orfnaion on conversion options under this medigkn, @ll us at
(206)630-4636 in the Seattle area, toll-free in Washington,-888901-4636.

G. Generalprovisionsfor eligibility and enroliment
1. Payment of premiumsduring alabor dispute

Any schoolempbyeeor dependent whose monthly premiums are jrafdll or in part by theSEBB

organizatiormay pay pemiums directly to HCA if thechoole mp | oy ee’ s ssospgnédedeat i on |
terminated direcyl or indirectlybecausef a strike, lockout, or any oth&bor dispute for a period not to

exceed six maths.

Whentheschoole mp | oy ee’ s ¢ o nepdedosterminatedi CAiwdl natify thgschoolemployee
immedately, by mailatthe last addresof recordthat theschool employee may pay premiumsthgy
become due.

If coverage is no longer avail@hto the schoolemployee under this certificate afwerage, then thechool
employee maye eligible topurchase amdividual medical plan from th plan consistent withremium
rates filed with the Washgton State Office of the Insurance Commissioner.

H. Appealrights

Any current or former schoolemployeeof a SEBB organizatiomr their depedent may appeal a decision
madeby theSEBB organizatiomegardingSEBB eligibility, enrollment, or premium surchasto the SEBB
organization

Any enrollee may appal a deision made by th8EBBProgram regardin§EBB eligibility, enrollment,
premium payments, or premium surchargetheSEBB Appeals Unit.

Any enrolleemay appeal a aésion regardinghe administraton of a SEBBmedicalplanby following the
appeabrovisions of the plangxcept when regardingigibility, enroliment, and premium payment decisions.

Learn more ahca.wa.govéebbappeals

I.  Relationship to law and regulations

Any provision of thiscertificae of coverage that is in conflict withny govening law or regulation of
WashingtorStateis herebyamended to comply with the minimum requirements of such lawgudation.

VII. Grievances

Grievance measawrittenor verbal complaintsubmitted by or on behalf of a covered person regardirg servce
delivery issues otlerthan deral of payment for medical services ornon-provision of medi@l services,including
dissatisfaction with medical care,waiting timefor medcal srvices, povider or staff attitude or demeana, o
disatisfaction with servtceprovided ty the he#th carrier Thegrievance processis outlined asfollows

Step 1: It is recommendedthatthe Enrollee contact the person involved or the marager of the medcal
centerdepatmert where they arehaving aproblem, explain their concernsand whattheywould like to have done
to resolve the problem. The Enrolleeshould be sgcific and make their posiion clea. Most concens can be
relved in this way.

Step 2: If theEnrolleeis still not satisfied, they shouldcal or write toMemberSenices at PO Box 34590,
Sedtle, WA 98124-1590, 206-630-4636 or toll-free1-888-901-4636.Most cancems ae handed by phore within
afew days. In sone cases, the Enrolleewill be askedto write downtheir concemsand state whatthey think
would be a fairesoltion to the poblem. An appropriate representtive will investigate theEnrolle€s concern by
consuting with involved staff andtheir supervisas, and reviewing pertinent records, relevantplan policiesand
the EnrolleeRightsand Resposibilities statement. This processcan takeup to 30 daysto resolveafter receipt of
the Enrolleé s itt@nor verbal statement.
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If the Enrolleeis dissdisfied withtheresoltion of the complaint, they may contactMember Sevices Assistance
is available b Enrollees who ae limited-English geakeis, who have lteracy problems, or who hawe physical or
mentd disabilities tha impedetheir ability to requed review or participate in the review process.

VIII. Appeals

Enrollees are enitled to appeal throughthe appeds process ifivhencoveragefor anitem o service is ceried dueto an
advesedeemination made by the KFHPWAO medica direcdor. The appeds processis availablefor an Enrolleeto
seekreconsidaation of an adwerse lenefit determination (action). Adverse lenefit determiration (adion) meansany
of thefollowing: adenal, reduction, or termination of, or afailure to provide or makepayment(in whole or in part)
for, abenefit, including any suchdengl, reduction, temination, or failure to provide a makepayment that$ based on
adeermination of an Enrolleé dligibility to paricipatein aplan and induding, a denial, reduction, or termination
of, or a falure to provde or make paynent, in whole or in @rt, forabeneft resultihg from the apgication of any
utilization revew, aswell asafailureto cove anitem orsevice for which the bewfits ae othewise provided
becausdt is determined b be exgerimental olinvestigationalor not Medically Necessary or gppropriate KFHPWAQO
will comply with any new rejuirements as ecesary under federal laws andregulations. Asdstanceis availabe to
Enrollees who are limited-English speakas, who ha literacy problems or who have physcal or mental disabilities
that impede heir ability to requestreview o participatein the revew piocess.The mostcurrent iformation out
your appeals process isavail alle by contacting KFHPWAO’ s Membe Appeal Degartmentat theaddess o telephone
numker below.

1. Initial Appeal
If the Enrolleeor anyrepreseantative authorized in writing by the Enrolleewishesto appeala KFHPWAO
decision to deny, modfy, reduce or terminate coverage of or payment for health careservices they must submit a
request for an gpeal either oraly orin writing to KFHPWAQO' Bembe AppealDepartment, specifying why
they disagreewith thedecison. The apped mustbesubmitted within 180 daysfrom the dat of theinitial denial
notice KFHPWAO will notify the Enrolleeof its receiptof the request witin 72 hours ofreceving it. Appeals
shoud be dirededto KFHPWAQO’ MemberAppealDepatment, P.O. Box 3453, Sedtle, WA 98124-1593, toll-
free 1-866-458-5479

A party not involved in theinitial coverage deermindion and na a subordnéate of the partymaking the intial
coveragedetermination will review the apealrequest KFHPWAO will thennatify the Enrolleeof its
determination or needfor an extension of timewithin 14 days of receiving the requed for gppeal.Underno
circumstancs will the reviewtimeframe exced 30 diyswithout the Enrolleg’ wrritten permission.

For appeak involving experimertal or investigatonal sevicesKFHPWAO will make a decision and
communicée the decision to the Enrolleein writing within 20 daysof receiptof the appeal.

Thereis anexpedited/ur gent appeals processin placefor casesvhich meetcriteria or where delay using the
standard gppeal review processwill seriously jeopardze theEnrollee’  Bfe, healthor ability to regan maximum
function or subjed the Enrolleeto severepan thatcannotbe manayed adequately without he requesed care or
treatment The Enrolleecan request an expeditedurgert appeal in writing to the dove addess, @ by calling
KFHPWAO's Member Appeal Depatmenttoll-free £866-4585479. The nature othepa i e condiios will be
evaluatedby a phystian andif therequestis notaccepted asurgent the Enrolleewil | be notified in writing of the
dedsion notto expedte ard givena desription on how to grieve thiededsion. If the requed is made bythe
treating ptysician who bdieves he Enrolleé s  itian meHs the definition of expedted, therequest will be
processed as expedted.

The request for an expedited/urgent appeal will be processed and a decision isued ro laterthan 72hours after
recept of the requet

The Enroleemay dsorequestan eternal review at the sane tine astheinternal appealsproces ff it is an urgent
care situation or the Enrolleeisin an ongoing course @ treatment.

If theEnrolleerequests a appeal d a KFHPWAO decisbn denying bendits for carecurrently being received
KFHPWAOwill continueto provide coverage for the disputed bendit pendng the oucome of the apped. If the
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KFHPWAOQ detemrmindion starls the Enrdlee may be respasble for the cost d coverage receive duing the
review period.

The U.S. Department ofHedth and HumanSewices hasdesignated the WashngtonState Office of the Insurarce
Commissioner’s Consume Protectia Division & thehedlth insurance corsumer enbudsman. The Consume
Protection Divison Office canbe reghed by mal atWashhgton Stae Insurane Commissianer, Consumer
Protection Division, P.O. Box 40256, Olympia, WA 98504-0256 o at toll-free 1-800-562-6900. More
information about requesting assstancefrom the Consumer Protection Divsion Office can be bund at
http://www.insurancewagowv/your-insurancehealth-insurancedpped’/.

2. Next Level of Appeal
If theEnrolleeis nd satsfied with thedecision regrding medicalnecesity, medca appopriateresshedth cae
sdting, levelof cae, or if the requested seviceis not effi caciows or otherwise wnjustifiedunder evidene-based
medical ciiteria, or if KFHPWAO fails to achereto the regirements of the @peds processthe Enrolleemay
requed a £cord level review by an extermal indepenent review organization not legally affili ated with or
controlled by KFHPWAO. KFHPWAO will natify the Enrolleeof the name of the extend indepemlent review
organizationandits contact iformaton. Theexternd indeperdent review organization will acceptadditiond
writteninformaion for upto five busness days dterit receives he assignmnt for theappeal The externd
independentreview will be condudedat no cost tahe Enrollee Once a deision is made through anindepeadent
review organization, thedecision is finaland camot be appealed throughKFHPWAO.

If the Enrollee requests an appa of a KFHPWAO dedsion denying bendits for carecurrertly beirg received,
KFHPWAO will continueto provide coverage for the disputedbenefit pendingthe outcome ofthe appedl. If the
KFHPWAO deteamination stands the Enrollee may be regponsiblefor the cat of coveragerecaved during the
review peiod.

A request forareview by anindepaxdent review organization must be made within 180 days afér thedateof the
initial appeal decision notice.

IX. Claims

Claims for benefits may be madebeforeor after sevicesare obtaned KFHPWAO recommerds thatthe provider
requess Preauthorization. In mostinstances,contracted providers subnmit claims directy to KFHPWAO. If your
provider doesnot submit a claim to méake a claim for benefits, an EnrolleemustcontactMember Sevices, or slbbmit a
claim for reimbur&mentas deaibed béow. Other inquiies,sud as askg ahealth care providerabou careor
coverge, orsubnitting a pesciiptionto a prarmacy,will notbe consdereda daim for benefits.

If an Enrolleerecevesanbill for senices the Enrolleebdievesare covered the Enrolleemust, within 90 days o the
dae of service, or as ontherafter & reasonbly possible, @ther (1) contact Member Servicesto makea claim or (2)
pay the bill and submit a claim for rembursement of Covered Savices or (3) for out-of-county claims (Emergency
careonly) —submit the claim and ary associated medical reords indudingthe type of service, charges, andproof of
travel to KFHPWAOQ, P.O. Box 30766 Salt Lake City,UT 84130-0766. In no event,exceptin the absernce d legal
capacty, shallaclaim be accepte later than lyear fom thedate of service.

KFHPWAO will generally processclaims for berefits within thefollowing timeframesafter KFHPWAO receévesthe
claims:

1 Immediak request stuations— within 1 busnessday.

1 Conairrert urgent equeds— within 24 haurs.

1 Urgentcarereview requeds— within 48 hours

1 Non-urgent pesivice review requess— within 5 calendar days

1 Pog-service review requests- within 30calerdardays.

Timeframes forpre-seviceand pcst-service cimscanbe exendedby KFHPWAO for up to an adiiona 15 days.
Enrollees will be natifi ed inwriting of such extension prior to theexpiration of the initial timeframe.
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X. Coordination of Benefits

The coordination of benefits(COB) provision aplies when an Enrolleehas heath care covelmage undermore tharone
plan.Planis defined kelow.

The aderof bendit deierminaion rules govern hie ader inwhich each planwill pay aclaim for berefits. The pgan
that pas first is calledthe pimary plan. Theprimary dan mustpay beefits accordng to its policy tems wihou
regard to the msshili ty that another plan may cover sameexpenses. The pln thatpays after the primary plan isthe
seondary plan. h noeventwill asecandary pan berequiredto payan amountn exces of its maximum beefit plus
accrued avings

If the Enrdleeis covered by more thanone he#h bendit plan, and the Enrolleedoes nd knowwhich is the grimary
plan, the Enrolleeor theEnrolleeé s vider should contat anyoneof the tealh plans b veify which planis
primary. The health planthe Enrolleecontactsis respnsble for working with the oherplan to deermine which is
primary andwill let the Enrolleeknow within 30 cdendardays.

All hedlth planshave tinely claim filing requrementslif the Enrolleeor the Enrolleé provider fails to submit the
Enrolleé slaim to aseconday hedth plan within thatplan $ daim filin g time limit, the plancan denythe claim. If
the Enrollee experiaces delays in the processingof the claim by the piimary he#th plan, the Enrolleeor the
Enrolleé provide will need to sulmit theclaim to the secadaryhedlth plan within its claim filing timelimit to
prevent a cenial of the claim.

If the Enrolleeis coweredby maethanonehealth kenefitplan the Enrolleeor theEnrolleé provider should file all
theEnrolle€ slaimswith ead plan & thesanetime. If M edicare isthe Enrdle€’ s primaly plan,Medicare may
submit the Enrolleé slaints to the Enrolleés secondarycarier.

Definitions.

A. A plan isary of thefollowing tha provides benéits or services for medical or éntalcare ortreatmert. If
sepratecontrads are usel to provide coordinated coveragefor Enrollees of a Group, the separatecontracs
are consideed parts d thesame dan andthereis no COB anongthose searatecortracts However, if COB
rules do not aply to all cortracts, or to all berefits inthe same ontract, the contract or bendit to which
COB does ot apply istreated as a sparate plan.

1. Plan includes: group, individual or blanket dsablity insuran@ cantract and group o individual
contrads issuedby hedth care sevice contractorsor healthmaintenance organizations (HMO), closed
panel plansor otherformsof group caoverage; medica care conponerts of long-term carecontracts, sich
as skilled nursing care;ard Medicareor any ather federbhgovernmertal plan, as pemitted by law.

2. Plan dos nd include: hosgtal indemmity or fixed paymert coverage a other fixed indennity or fixed
payment @verage acddent oy coverage specfied diseaser specified acidert coverae limited
benefithealh coverage, asdefined by state lav; schod accicenttype coverage; benefits for non-medrcal
companerts of long-term care policies automobileinsurancepolicies required ly statite to provide
medical benefits; Medicae supplementpadlicies; Medicaid overaye; or coverage inderothe federd
goverrmentalplars; unless permitted by law.

Each catractfor coverageunder Subction 1. or 2. is a s@arde plan. If aplanhas twopartsand COB rules
apply only to one d thetwo, each ofthe partsis treatedas asemrateplan

B. This panmears, ina COB provision, the part of the contractproviding the health care benefits to which the
COB provision applies and which may be relucedbecause of the kenefits d other gans.Any other pat of
thecontract poviding hedlth care benefits isseparat from this plan. A contract may apply one GCOB
provision to certain bendits, such asdental kerefits, coordnating only with similar benéits, and may apply
amther COBprovision to @mordinate otrer benefits.
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C. Theorderof bendit detamination rules ctermne whethe this planis a primary plan or seconday plan
whenthe Enrollee hashedth carecoverage unde more thanoneplan.

When ths plan is primaly, it determires pgmert for its benefits first before those bany other planwithout
considering ary other pl astbéndits. Whenthis plan is secordary, it deteminesits bendits after those @
ancther planandmust nake paymentin an anountso that, when canbined wih the anount aid by the
primary plan, the tothbendits paid or providedby all plans forthe claim equal 100% of thetotd allowable
experse for that claim. This meansthat whenthis plan issecandary,it mug paythe amaint which, when
combined with what he pimary planpaid, totals100% of the dlowable expen®. In addition, if this gan is
secondhry, it must calculate its savings(its anmourt paid subtraded from the amount itwould have pa had it
beenthe primary plan) andrecord these saiings asa berefit reseve for the coveredEnrollee This leserve
mug beusedby thesecadary plan topay any dlowableexperses not otherwise @id, that areincurred by
the covered person diring the clam deermindion period.

D. Allowable Expense. Allowable exp@se s ahealh care expense, consuiance or coaymens and without
reduction for any gplicable dedudible, thatis covered at least in partby anyplancovering the persan. When
aplan providesberefits in the form of services, he reasmable cah valueof each srvice will be considerel
anallowableexpeng and abenefit paid. An expensethatis not coveral by any plancovering theEnrolleeis
not anallowalle expense.

Thefollowing are examplesof expensethatare not allovableexpenses:

1. Thedifference ketweenthecast of a semiprivate hospitaroomand aprivate hogital room is notan
allowable experse,unlessoneof the plans povidescoveragefor privatehospital room exgnses

2. If an Enrolleeis covered by two ormore pans tha compute their keneft paymentson the basis of sual
and custorary fees @ relative value schelule reimburement method a othersimilar reimbursenent
method any amauntin exces of the highest eimbursement anourt for aspeific benefit s notan
alowableexpense.

3. IfanEnrolleeis covered by two ormore plans tht provide bendits or serviceson the kask of negotiaed
fees an amountin excesof the highed of the nggotiated feesis not an #d owable expese.

4. An expense or a portion of an expense that is not coweredby any of the plans coveringheperson isot
anallowalle experse.

E. Closed paelplanis a panthatprovides health careberefits to covered personsin the form of servies
through a @nelof providerswho are prinarily employedby the plan, andthatexdudescoverage for senices
provided ly otherproviders, except in cass of Emergercy or referral by a panel menber.

F. Custdial paert is the parent awarded cudody by acourt decreeor, in theabseance of a courtdecreeisthe
parentwith whomthe child resdesmore than ondnalf of the cdendaryearexcluding any temporay
visitaion.

Order of Bendit Determination Rules.
Whenan Enrolleeis covered by two ormore plans, tle rdes fordeemining the oder ofbendfit paymensare as
follows:

A. Theprimary plan pay orprovides is berefits acordingto its tams of @mveraye and withoutregardto the
berefits underany oher plan.

B. (1) Except asprovided béow (subsectian 2), a plan that doesnot coriain acoordinaton of benefitsprovision

thatis consigent with this chapteiis always primary unless the piovisionsof both plansstae thatthe
complying planis primary.
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(2) Coveragethatis obtained by virtue of membeshipin a Groupthat is desiged tosupplement a patt of a
basic packaye ofberefits and providesthat this sipplenerntary coverageis excessto anyotherparts of the
planprovided by the contactholder. Exanmples indude maor medical coverayes that are sipeimposedover
hospital andsurgial benefits, andinsurane type cosrerage tha arewrittenin connectiorwith aclosedpanel
plan to provide outof-network berefits.

C. A plan may conside the beneits pad or providedby ancther plan incalculating payment of its berefits only
when itis secondary to that othe plan.

D. Ead plan deemminesits order of baefitsusing thefirstof the following rules that apgy:

1.
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Non-Dependent or Dependert. Theplan thatcovers the Enrolleeother thanasa Dependentfor examppe
as an enployee,member policyholder, Subscribe or retireeis the primary planandthe plan tlat cowers
the Enrolleeas a Deperdent isthe secandary gan. However, if the person 5 aMedicae bendiciary and
asarealt of fedel law, Medicae is secodary to theplan coseringthe Enrolleeas aDependet) ard
primary to the plan covemg theEnrolleeas othe than aDependent (e.g., aretired anployee), henthe
order of benefits betveenthe two plans is reversed o thatthe plan coering the Enrolleeas an
employee, member, pdicyholder, Subsciber or retiree isthe secomlary plan and thethe plan isthe
primaryplan.

Depencentchild coveredunder moe than ane plan. Unlessthereis a courtdecree dating athemwise,

when a depedent child is covered bymorethan one planthe oder of beneftsis deternmedas bllows:

a) For a dependa child whose parens ae mariedor are livi ng together, whether ornot they have
ever been maried:

1 The pbn of the parent whos birthday falls eadier in the calendaryear is he primary plan; or

91 If both paentshavethe same birthday, the planthat has overedthe parent thelongest isthe
primary plan.

b) Fora deerdent child whose m@rerts aredivorcedor separatedor not living together, whetheror not
they have everbeen maied:

i. If acourtdecee stateshatoneof the parents isrespasilde for thedepenéntchild $ heath
cae expenesor halth carecoverageard the plan of thatparent hasadud knowledgeof those
tems, thatplan is primaty. This rule applies o claimdeternination periodscommenciny after
the plan is given rotice of the court deree;

ii. If acoutdecree staesone parent isto assune primaryfinarcial responsibility for the
dependent child but does not mentionresponsibility for healthcare experses, theplanof the
parert asuming financal respongility is primary;

iii. If a court deree $ates thatboth parerts ae respasible for thedependert child's health care
expenses o heath care coveragg, the provisionsof a) above déermine theorder of benefits;

iv. If a court decreestaes thathe parerts hawejoint cusbdy withou specifyirg thatoneparert has
respansiklity for thehedlth care expersesor heath care covergge of he dependcentchild, the
provisions of Subsedion a) dovedeterninethe order of beanefits or

v. If ther isno courtdeciee dlocating responsbility for the depenent ch | sdhealth care
expense or hedth carecoveiage,theorder of benefits for the child are asfollows:

1 The pan covering the eigodia paren, first;
1 The dan cowering tre spoge of the custodal paren, second
1 Theplan covering thenoncustodial @rent,third; and then
1 Theplancovering thespouse @ the non-custodial parent, last.
¢) Foradependent child covered unde more tlanone plan ofindividuals who are rot the @rentsof
the child, the provisonsof Subsedion a) or b) abovedeermine theorderof benefts as if those
individuds were the paentsof the child.

Active emfdoyee @ retiredor laid-off employee The pla tha coversan Enrolleeasanadive employee
thatis, an employeewho is reithe laid off nor retired, is e gimary plan Theplan covering that same
Enrollee asa rdired or laid off employee is the secomlary plan. The sanewould hold true if an Enrollee
is a Dependent & an activeempoyee axd thatsame Member is a Deperdent of aretired or laid-off

85



employee. Iftheother plandoesnot havethis rule, and as a resilt, the plans @ na agreeon the order of
benefts, tHsrule is ignored. This rule does notapply if the le underSection D.1. can déermire the
orderof benefits.

4. COBRA or Stte Continuation @verage. If a Enrolleewhose coverage is provided underCOBRA or
undera right of continuation providedby stak or other federd law is covered underanother plan,the
plan mvering the Enrolleeas anemployee mamber, Subscriber a retireeor covering theEnrolleeas a
Dependent d anemgdoyeg member, Sibscriberor retiree isthe primary planand the COBRA or stateor
other federal confinuation coverageis the secondey plan. If theother plan dos nd have this rue, and as
arealt, the dans do not agree onheorderof benefits, hisruleisignored. This rule doe rot app if
the rule under Section D.1. can degérmine the ader of benefits.

5. Longe or shorter kengh of coverage Theplan that cvered the Enrolleeas an emfpyee member,
Subsaiber or retieelonge is the primary plan and the plan that covered the Enrollee the shorter period
of time isthe seconday plan.

6. If the pecedingrules donat determinethe order d ben€fits, the albwableexpenses must ke shared
equaly betweenthe plans meetinghe definition of plan.In addition, this plan will not pay more than it
would have paid had it beenthe primary plan.

Effect on the Bendits of this Plan.

Whenthis planis smndaly, it must male payment in anamount ® that whencombinedwith the amantpaid by the
primary plan, the total benefits paid or provided by all plans for the daim equalonehundral percentof thetotd
allowalle expeng for that clam. However in no event shallthe gcondary plan berequired to pay ax amouwnt in
excess of s maximum beneit plus acruel savings. In no evert stould the Enrollee berespnsble for a deductble
amountgreatea thanthe highest of the two dedictibles.

Right to Receve and Release Neded Information.

Certain facts @outhealth cae coverage and seices are neede to gply these COB rulesandto detemine berefits
payabe winde this gdanand oherplans. KFHPWAO may get the facts it needs fromor give themto ather
organzaionsor pesons fa the purpose ofapplying thes rules aml determining benéts payable uder ths planand
other plans overingthe Enrolleeclaiming berefits. KFHPWAO need ot tell, or get thecorsent of, any Enrolleeto
do this. Each Enrolleeclaiming berefits under thg planmust give KFHPWAO any facts it neads toapply those ruls
anddeterminebenefts payable.

Fadlity of Payment.

If paymentsthat $rould have beenmade unde this gdan are madeby anotherplan, KFHPWAO hasthe right, atits
discreton, to remit to the othe plan the anourt it detemines agpropriate to satisfy the intent of thisprovision. The
amounts paid tothe otrer danare onsidaedberefits pad under his plan. To theextentof such paymerts,
KFHPWAOQ: s fully disctargeal fromliability under thg plan

Right of Recovery.

KFHPWAO hasthe right to recover egesspayment wheeverit has faid allowable expenses inexcessof the
maximumamaunt of payment ne@ssay to stisfy the intentof this provison. KFHPWAO may recwer excess
paymert from any peson b whom or for whom paymehwasmade or ay other issueror plans.

Quesions dout Coardinaion of Bendits? Cantad the Stae Insurarce Department.

Effect of Medicare.

Medicareprimary/secondary payer gudelines and egubtionswill determine primary/seondary paye sttusandwill
be aljudicated by KFHPWAO as setforth in this sction. KFHPWAO will pay primary i Medicare when required by
federd law. When Medicare, Pat A and Pat B or Part C are primaty, Medcare'sallowableamourt is the highes
allowabe expen.
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Whena PreferredIn-Network Provider rencers care t@n Enrolleewho is eligble for Medicae bendits, and
Medicare is deemed to be the primary bill payerunder Medicare seondary payer guidelines and rgulations,
KFHPWAO will seek Medicare reimbursemert for all Medicare covered sewices.

Whenan Enrollee who s aMedicare benefi@ry and for whom Medicarehasbeean deermnedto bethe pimary bill
payer un@rMedicare scaday paye guiddinesand reguldions, seeks carérom Out-of-Network Providers
KFHPWAO has no diligation to provide anybenefts except aspeifically outlined in the Out-of-Network option
under Secton IV.

XI. Subrogation and Reimbursemert Rights

Thebenefits under this EOC will be ava able to an Enrolleefor injury or ill nes cawsed by another party, suljectto
theexclusions andimitationsof this EOC. If KFHPWAO provides baefits under this EOC for the reamert of the
injury orillness KFHPWAO will be sibrogaedto any rights that he Enrolleemayhave to recover compersaton a
damayesrelated totheinjury or illness andthe EnrolleeshallreimburseKFHPWAOQ for all berefits provided, from
anyamouwntsthe Enrolleereceived or is entitled toreceive from any source an account of such injury or illness,
whether by suit, settlement or othemwise, includingbutnot limited to:

Paymentsmade by ahird party or anyinsurance company on behelf of the thrd party;

Any paymentsor awards under an minaured @ undeinsured notorist coverage policy,

Any Work e r emipengaion or disability award or setiement;

Medical paymens coverageunderany autonobile policy, premisesor homeowner gredical payments
coverageor premisesor haneowners insurancecoverage;and

1 Any other payments from a source mtended to compesate anlnjured Peisonfor injuries reaulting from an
accidentor alegednegligence.

=A =4 =4 =4

This setion more @lly describes KFHPWAQO'  subrogation and reimbursemert rights.

"Injured Peson" urder this cion meansan Enrolleecovered by the EOC who sustains annjury or illnessand any
spause, depandent orother person or entity that mayrecover on behaf of suc Enrolleeincluding the estateof the
Enrolleeand, if the Enrdlee is aminor, the guardian or paren of the Enrollee When referredto in this sedion,
"KFHPWAO's Medical Experses meanstheexperses incured and the valie of thebendits providedoy KFHPWAO
under ths EOC for the @reor treament oftheinjury orillness sstained by the Injured Person.

If thelnjuredPeason'sinjuries wee caused by a thid party giving riseto a claim of legal liability against the hird
party andor payment bythethird party tothe Injured Pessonandor a settlenentbetwveenthe third paty and the
Injured Peson, KFHPWAO shdl havethe right to recoverK FHPWAO's MedicalExpense from any source available
to the Injurel Pesonas a eallt of the events causingheinjury. This right is commonly referred to as "sulogation”
KFHPWAO shall besubrogated to andmay enforceall rights ofthe Injured Personto the full extent of KFHPWAQO's
Medical Expenses.

By aceping benefitsunder this plan, the Injured Person aso ecifically ackrowledges KFHPWAQO' Hght of
reimbusement.This right of reimbursement attachesvhen this KFHPWA O hasprovided bendits for injuries or
illnessescausedby ancther party and the Injured Person ortte InjuredPeson’ spresentative hasecovered ay
amouns from athird party or any othersouce d recovery. KFHPWAQ' &ght of reimbusement is cumulative with
ard not exclusive o its subrogatian right andKFHPWA O may chooseto exerciseeither or bat rights of recovery.

In order to secue KFHPWAQO'srecovey rights, the InjuredPerson agreet asggn KFHPWAO any bewfits or
claims orrights ofrecovery they may have unde any autanobile policy or oher coverage, to thefull extentof the
p | a n 'ogaios antirgimbursement claims. Thisassgnment allowsK FHPWAO to pursue any ¢aim the hjured
Pessonmay hawe, whetter or not theychoose to puisuethe daim.

KFHPWAQ’ subrogdion and reimbursemat rights all be limited to the excess o the amountequredto fully
compenste the Injurel Pason forthe los sustined, includinggereral danages.
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Subject to the aboveprovisions, if the InjuredPeisonis ertitledto or does receive money from anysourceas aresult
of theeverts causng the injury orillness, including but naot limited to any liability insurarce or
uninsuredundernsued motoist funds, KFHPWAQO’s Medicd Expensesare seondary, na primary.

TheInjured Person and their agerts stall cogeratefully with KFHPWAO in its efforts to collectKFHPWAOQO's
Medical Expengs This coopeation includes, ltis nat limited to, sypplying KFHPWAO with information abou the
cause of injury or illness,ary potentially liable tird parties, defendarts andér insurersrelated to theInjured Peison's
claim. Thelnjured Person shall natify KFHPWAO within 30days ofany claim that may gve rise to a taim for
sutrogation or reimbursement. The Irjured Per®n shdl provide periodic updaesabou any factsthat mg impad
KFHPWAQ' Hght to reimburserrent or subrogtion asrequeged by KFHPWAO and shal inform KFHPWAO of
any sdtlement or otherpaymentsdating o the Injured Persa $injury. The Ijured Per®n andtheir agentsshdl
pemit KFHPWAO, at KFHPWAOSs ogion, to ascciatewith the Injured Pason o to intervenein ary legal, quasi-
legal, gercy or ary otheraction or claim fil ed.

The Injured Rerson ad their agents shall do nothing to pejudice KFHPWAQ's subrogaton and reimbursement
rights. The IrjuredPersonshdl promptly notfy KFHPWAO of anytenative settlement with athird party andshall
not sette a cbim without protecing KFHPWAQO' siterest.The Injured Persorshdl provide 21days advarte notice
to KFHPWAO before there is adisbursementof proceedsfrom any settlementwith athird party that may give rise to
aclaimfor subragation orreimburement.If thelnjured Per®n fails to coperate filly with KFHPWAOQ in recovery
of KFHPWAQ' s Medical Expenses and auch failure prejudiceskFHPWAQO'  subragaion and/or reimbursemert
rights, the Injured Person shall be responsible for direaly reimbursing KFHPWAO for 100% of KFHPWAOQO'’s
Medical Expeges.

To theextentthat tre Injured Person emvers fundsfrom any soucetha in ary mamerrelateto theinjury or illness
givingriseto KFHPWACQ' sright of reimbursementor subrogation, the InuredPer®n agreego hold such monies n
trustor in a seprate igntifiable accountuntil KFHPWAQ’ s bragation andreimbursemer rights ae fully
deerminedand tlat KFHPWAO has an equitable lien over such monesto thefull extert of KFHPWAO’ Medical
Expersesand/or the Injured Person agrees toseve as constictivetrugeeover the maiesto the extenof
KFHPWAQO' MWedical Expenses. In the eventtha such moniesare rot so teld, thefundsare recverabe even if they
havebeen omingledwith other assts,without the reed totrace the source ofthe funds. Any partywho distributes
fundswithout regardto KFHPWAQO' sghts of sulrogation or reimburserrent will be pesondly liable to KFHPWAO
for theamaunts sodistributed.

If reawnable collections coss hae been incurred by a attorney for thelnjured Persoin connetion with obtaining
recovery, KFHPWAO will reducethe amount o reimbursement to KFHPWAO by the anount of an euitabe
apportionmentof such collection costs betweenK FHPWAO and theInjured Peson.This redictionwill be made orly
if each of the éllowing conditionshas ber met: (i) KFHPWAO receivesa list of the feesand as®dated st before
settementand (i) thelnjuredPers s atorney ' asions were directly related to seauring recovey for the Irjured
Party.

To the tent the provisios of this Sibrogation and Rimbursement secton are deenedgovernedby ERISA,
implementation of this sectian shdl be deemal apatt of claims administration and KFHPWAO shalltherefore hawe
discreton to interpret ts terns.

XIl. Definitions
Allowance The maxmum amaint payable by KFHPWAOQO for certain Covered Senices.
Allowed Amount Theamount thatis reimbursabé to the provider and includes payment by

KFHPWAQ, the Enrolleg andother third-party payes, & gplicable

(1) For providers who havecontractedvith KFHPWAO: the anount these providers
haveagreed toaccept as ppyment in full for a srvice.

(2) For providers who have not contractedwith KFHPWAO: (a) anamountecual o
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125% of the fee schedle detemined bythe Centersfor Medicare and Medicaid
Sevwices (Medicare fee schedut) for fadlity or physician professond services and
105% of the Medicare feeschalule for non-physicianprofessond servicesor (b)
KFHPWAQO' swek reimbursable amoaut for the same osimilar service from a
PreferredIn-Network Provide if such service is rot includedin the Medicae fee
schedue.

There isan exception to the @ove dcfinition of All owed Amount for out-of-network
Emergencyserviaes. For suchservices the Alloved Amouwnt is ddined as at leas
eqgual to the gratest of hefollowing: (i) themedianamount reimbursed f@ the sane
or similar sewvice from a poviderwho hascontraded with KFHPWAO, (i) the
amaunt geneally payale toproviders wio havenot contraced with KFHPWAO (see
methodologies atove), or (ii) 100% ofthe Medicare feeschedule.

Forall charges fromproviders whohave not cantracied with KFHPWAO under
Summit PPO, Enrollees may be required to pay anydifferene betwen the chage for
sewvices aml the Allowed Amourt, exaept for Emergency servicesincluding post
stabilization andfor ancillarysewices received fnm an outof netwak provider in a
network faciity. For moreinformaton about balance billig proections, pleaseisit:
https://healthykaiserpermanentergwashington/supportfrmsand click o the
“Billing forms” link.

Annual Open Enrollment

A period of timedefined by HCA when a Subscr may changeotarother health
plan offeredby the SEBB Program and make certdimep account changes for an
effective date beginning January 1 of the follogvirear.

Continuation Coverage

Temporarycontinuation of SEBB benefigvailable to Enrolleesnder the
Consoidated OmnibuBudge Remnciliation Act (COBRA), the Uniformed Seoes
Employment and Reemployment Rights Act (USERRA), or SEBB policies.

Convales@nt Care

Care funishedfor the purpose of meeting nonrmedicaly necessarypersmal need
which could be provided by reonswithout professonal skils or training, such as
assisane in walking, dressimg, bathirg, eding, preparaton of specialdiets, ard
taking medicaton.

Copayment The specific ddlar anount an Enrdleeis requiredto pay atthetime of service for
ceitain Covered Services.
Cost Share The portion o the cost ofCovered Servicesfor which the Enrolleeis liable. Cost

Shae incluces Cpayments, winsurance andDeductbles.

Covered Services

The servicesfor which an Enrolleeis enttled to coveragein the Evidence of
Coverage

Creditable Coverage

Coveragis creditabk if theactuaridvalueof the mverageequds or exceedghe
actuarid value of standard Medicare preription drug coverage, asdemonstated
through theuseof geneally acceptedactuarial pinciples and in acordance with
CMS actuarial guidelines. In gneal, the actudal deemination measueswhether
the expectal amourt of pad daims unde KFHPWAQ’ prescription drug coverageis
at leastasmuchas the expecedamount of paid claims undethe standard Medicare
prescrigion drug benefit

Deductible

A spedfi c amounian Enrolleeis reqiredto payfor cetain CoveredServices kefore
bendits are payade.
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https://healthy.kaiserpermanente.org/washington/support/forms

Dependent

Any membe of a Subscribers family who meetsall applicable eligibility
requirements as described in tHeDependenEligibility” section of this EO(s
enplled heeunder ad for whom the gemium has bee paid.

Emergeng

The enement and acuteonset o a medical, men#l health or subsance usedisorder
sympbm or symptons, including but not limited to severe pain or emotona distress
tha would lead a prudentlayperson ating rea®nably tobdieve thata hedth
condition exigs that requiresimmediate malical attenton, if failure toprovide
medical attentbn would resut in seriousimparment to bodily function or seious
dysfunction ofa bodily organ or part, or would placethe Enrolleé seath, or ifthe
Enrolleeis pregnant,thehealh of herunborn child, in seriausjeopardy, or anyother
situationswhich would be condgdered an emergengy under appicablefederal or state
law.

Enrollee

Any enolled Subscriber orDependent.

EssentialHealth Benefits

Benefits setforth under the Patiert Praectionand Affordable Cae Act of 2010,
including the categories ofambulabry patient services Emergency savices,
hospitalization, matemity andnewbom cae, meital heath andsubstance use disoder
sewices, including behavioral hedth treament prescription drugs, rehabilitative ard
habilitative services ad cevices, labomtory services prevenive and wellness sivices
and chronic diseae maragenentandpediatic senices,including oral andvision
care.

Established Relationshp

Enrolleemusthave had aeag one inpersam appointment or at lebsre realtime
interactive @pointmentusing both aui and visual technology ithe pastear, with
the provider providing audio onlylesnedcine or with a provider empyed at the
same medicalrgup, at the sme clnic, or by the same integrated deliyesystem
operated by KFHPWAQOTr the Enrollee was refered to theprovider providirg audic
only telemedicine by a provider who they have had-person appointment withi
the pasyear

Evidenceof Coverage

The Eviderce of Coerageis a statmert of berefits, exdusions ad otherprovisions
as sd forth in the Groupmedical covelage agreementbetween KFHPWAO ard the
Group.

Family Unit

A Subscriber and all their Dependetts.

Group

An employer, union, welfare tust or bona-fide assciation which lasenteedinto a
Group medcd coveage agreement with KFHPWAO.

Health Care Authority
(HCA)

The Washingtorstate agency that adnisters the®EBB and SEBB Programm

Hospital Care

Those Medically Necesay senvices gemraly provided by acute geneal hospitals for
admitted patierts.

Medical Condition

A disease, ilnessor injury.

Medically Necessary

Pre-service,concurent or past-servie reviewsmay ke conduded Once a grvice has
beenreviewed, aditional reviews nay be conducted. Enrollees will be natified in
writing when a déermination has been made.Appropriateand clinicdly necesary
savices, agdeermina by KFHPWAQO' medical direcor acordingto geneally
acceptal princples ofgoad medicalpradice,which are rerderedto an Enrolleefor
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the diagnogds, care or treatment d a Medicd Condition andwhich meet tle standaids
set forthbelow: In orderto be Medcally Necessary,sevicesand suppies nust meet
the following requirementsi(a) are not slely for the corverience of the Enrolleg
their family member or the provider of the services or supplies; (b) are themog
appuopriate level of service osupply which can ke sfely providedto the Enrollee
(c) are for the diagrosisor treatmat of an adud or existing Medcd Condition unless
being provided under KFHPWAQ's shedude for preventive savices; () are not fa
recreatonal, ife-enhancing, relaation or @lliative therapy, exceptfor treament of
termind conditions (e) are appr@riate andcorsistent with the diagnasis and which,
in accordance with acceptal medical standardsin the State of Washngton, couldnot
havebeen ontited without adversly affecting the Enrolleés wndition or the quality
of health sewvices renderal; (f) asto inpaient are, could not hae bee provided in a
provider effice the oupatient departmentof a hospital or a ron-residentialfacility
without affecting theEnrolleé sondiionor quality of health rwices endered (g)
are nd primaiily for researh and data acamulation; and (B are not experimentd or
investigational. Thelength and type of the treatment program and the freqeency and
modadity of visits coveredsal be déeminedby KFHPWAQO’'s medcd diredor. In
addition tobeing medicdly necesary, to be coered sewrices aml suppies mug be
otherwiseincluded as a Coveed Sewice and not excluded from coverage.

Medicare

Thefedeal health nsurance progranfor peoplewho areage 65 o older, certain
youngerpele with disabilities,and peopé with End-Stage Renal Disease
(permanent kidneyfailure requiring dialysis oratransplan, somdimescalled ESRD).

Out-of-Network Provider

Physiciansliceneedunderl8.71 a 18.57 RCW, registaed rurses licensedunder
18.79 RCW, midwiveslicensd under18.79 RCW, nauropahs licensedunder
18.36A RCW, acupunctristslicensedunder 18.06RCW, podiatristslicensed unde
18.22RCW or, in the caeof nonWashingbn Stateproviders or out-of-country
providers, those providers nmeding equivalentlicersing andcettification requiremerts
estalishedin the territorieswhere the provider's practie islocated. Far purposes of
the EOC, Out-of-Network Providers do not include indviduals enployed Ly or under
contract with KFHPWAQO’ Sunmit PPONetwork or who provide a seviceor treat
Enrollees outdde the scqoe of their licenses.

Out-of-pocket Expense

ThoseCog Sharegpaid bythe Subscher or Enrolleefor Covera Services which are
appledto the Qut-of-pocketLimit.

Out-of-pocket Limi t

The maximum anountof Out-of-pocket Expenses incurredand peid during the
calendar year for Covered Sewices received by the Subsciber andtheir Dependents
within the same calendaryear.The Out-of-pocket Expenseswhich apply toward the
Out-of-pocketLimit are setforth in Section 1V.

Plan Coinsurance

The percentage anownt the Enrolleeis required b pay for Coverel Servies reeived

Preferred In -Network
Fadility

A facility (hogital, medtd center orhealth carecerter) ownedor opeated by Kaiser
Foundation Health Panof Washington or otherwise designated by KFHPWAQO's
Summit P Network.

Preauthorization

An approvd by KFHPWAO that entitles an Enrolleeto receive Coverel Services
from a spedfied heath care prwoider. Service shdl not exced thelimits of the
Preauhorizaion andare sibject to all termsand corditions of the EOC. Benefts do
notrequire Preauthorization, exep asnoted undetSedion IV. Enrolleeswho havea
complex orserious medcal or psychidric conditionmay receive a tandng
Preauhorization for pedalty care provider services.
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Preferred In-Network &
In-Network Provider

A providerwhois employed byKaiser Fourdation Heath Han of Washington or
Washirgton Permasente Medical Group, PC., or cortractedwith the SummitPPO
Network to provide pimary care servicesto Enrollees andanyother healh care
prafesgond or provider with whom the Summit PPONetworkhas cantracedto
provide health care servies toEnrollees erolled including, but nat limited to,
physicians, podiatrists, nurses, physicianassistants, sccial workers, ogometrists,
psychdogists physical therapigs ard other professonals engayed in he delvery of
heathcaresewniceswho are licensel or certified to practice in acordancewith Title
18 Revsed Code of Washington.

Private Duty Nursing (or
24-hour nursing care)

Thehiring of a nurseéy a family orEnrolleeto provide longtermand/or ontinuous
one on onearewith orwithout oversight by a home health agency. Thee may be
skilled, supportive or espite in nature.

Public Employees Benefs
Board (PEBB)

A group of representativeappoined ty the governor, Wo appovesinsurance
berefit plans for employees arttieir dependest and establishes eligibility criteria
for participation in insurance hefit plans.

Public EmployeesBenefits
Board (PEBB) Program

Is the HCA program thadminisersPEBB benefit eligility andenrollment

Summit PPO Network

Thepatticipating providers with which KFHPWAO has etered inb awritten
paricipating provideragreament for the provsion of Covered Srvices.

Residential Treatment

A tem usd b define fecility -based treatment, whichincludes 24 haurs perday, 7
days perweek rehabilitation. Resdertial Treatment servicesare govided in a faglity
specifically licersal in the state vihere it pracicesasa resdential treament center.
Resicential treamert centergprovide active treament of patients in acontolled
environmert requiring & leastweekly physicianvisits and offering treamentby a
multi-disciplinary team d licensed mpfessimals.

Schod Employees Benefis
Board (SEBB)

A group d repreentdives, appointedby thegovenor, who degins and approves
insurance heefit plansfor school emploges and theirependats, andestablishes
eligibility criteria for participation in inswtance benefiplans.

School Empoyees Benefits
Board (SEBB)
Organization

A public sdool dstrict or educatioal service district or chaet school stablished
under Washington statetatue that is required to participate berefit plans provided
by theSchool Emplgees Benefits Boar(SEBB).

School Employes Baefits
Board (SEBB) Progam

Is the program withinHCA that administers insuraa and othebenefits for eljible
school employees and eligible dependents.

Seavice Area

Washington couwnties of King, Kitsap,Pierce, Snohomish, Spokane Thurston.

Subscriber

A schod employee or cottinuaion coverage Enrobe who has been determined
eligible and isenrolledin this plan, and ithe individual to whom the SEBB Progratr]
or Kaiser will issue noties, infemation, regess, and pemiumbills on behalf of an
Enrollee.

Urgent Condition

Thesudden, unexpected onsetof a Medical Condition tha is of sufficient severity to
require medcal treatment within 24 hours of its onset
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